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PHYSICAL THERAPISTS’ PERCEPTIONS OF LEADERSHIP ORIENTATIONS:
AN EXPLORATORY CASE STUDY

ABSTRACT
The study addresses the problem of the limited understanding of physical therapists'
perspectives on leadership orientations. The purpose of this mixed-methods case study was to
expand on the understanding of physical therapists’ perceptions of leadership orientations. The
methods used were the Bolman and Deal Leadership Orientations Inquiry (Self) survey and
phone interviews describing a leadership experience. The research questions were: To what
degree do physical therapists exhibit multi-frame leadership as defined by Bolman and Deal? To
what degree do physical therapists use each of the four frames as defined by Bolman and Deal,
Structural, Human Resources, Political and Symbolic? What leadership frames as defined by
Bolman and Deal are utilized the least by physical therapists? What is the leadership frame as
defined by Bolman and Deal that physical therapists predominately use when confronted with
leadership challenges? The participants were physical therapists working from December 2019
to March 2020 in the outpatient department of rehabilitation services in the US. Quantitative and
qualitative data were collected with the Bolman and Deal Leadership Orientations Inquiry (Self)
survey and phone interview. The study had a 94% response rate for the survey and a 70%
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response rate for the phone interview. Frame Use from the survey data showed the HR frame
most used, followed by Structure than Political and last Symbolic. The consistent frame use
results were HR 88% of the time, Structure 47% of the time followed by both Political and
Symbolic 17.6% of the time. Multi-frame use was 29% of the time as defined as the consistent
use of three or more frames. Section 3 findings were that physical therapists described
themselves more frequently as leaders than managers. Emerging themes from the qualitative data
showed that 58% of the leadership experiences were from the Structural Frame. The actions and
issues described in the leadership experiences were consistently described 100% of the time from
the HR and Structure frames. Multi-frame use for the interview data was found to be 58% of the
time. Recommendations for future research would be to further physical therapists’ leadership
perceptions working in the United States using Bolman and Deal’s four-frame model and LOI
(self) across a large healthcare organization and healthcare system.
Keywords were Bolman and Deal, physical therapist leadership, leadership development
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CHAPTER 1: INTRODUCTION
Physical Therapists are health professionals skilled in restoring function, improving
mobility, relieving pain, and preventing permanent disabilities (APTA, 2011, p. 2). Physical
Therapists turn back the hourglass and make life worth living by restoring function and
promoting health (Sheilds, 2017, p. 950). The profession is evolving, seeking greater clinical
excellence and exceptional patient experiences (APTA, 2018). The understanding of physical
therapist's leadership and adaptability has never been more critical as they confront many
challenges of rapidly changing technology, shifting financial markets, changing health care
policy, and uncertain political leadership (Sheilds, 2017, p. 952). As the physical therapy
profession advances so must its perspectives on leadership. Leadership is a fluid, dynamic,
socially constructed, and mediated concept; its meaning, therefore, changes over time and
between cultures (McKimm & O'Sullivan, 2016, p. 896). These challenges of limited resources,
changing technologies, and economic pressures impact healthcare delivery of the 21st century
(Lee, Hamelin, & Daughtery, 2019, p. 27). Meeting these challenges requires healthcare leaders
to rethink and revolutionize new service models to improve the delivery of affordable care (Lee
et al., 2018, p. 27). The culture of healthcare has changed from a past emphasis on individual
professional autonomy to the healthcare of the 21st century that requires the collaboration of
interdisciplinary teams to coordinate care across the continuum (Dean & Duncan, 2016, p. 272)
This progressive culture requires new leadership skills among physical therapists to become
partners in the treatment of the population (Dean & Duncan 2016, p. 272).
There have been strides taken to improve the leadership of physical therapists within the
American Physical Therapy Association with the implementation of the Educational Leadership
Institute and Leadership, Administration, Management, and Professionalism certificate program.
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ELI is a fellowship program that targets physical therapy educators. LAMP institute for
leadership in physical therapy is a leadership development certificate program offered by the
APTA Section on Health Policy and Administration (Desalvio, 2017). The original LAMP
framework served as a template that identified administrative and management content important
to physical therapy practice regardless of clinical setting (Lopopolo, Schager, & Nosse, 2004,
p. 139). The current programs target physical therapists as educators, managers, and
administrators leaving a void in the leadership development for the clinical physical therapist.
The focus of this study is to explore current clinical physical therapists’ perceptions of
leadership orientations that are essential in their position and to their future advancement.
Identifying these essential orientations is critical to building a leadership development program
explicit to the clinical physical therapist’s goals and aspirations.
Prior research has focused on physical therapy leadership activities that are based heavily
on clinical expertise, for instance, enrolling in graduate fellowship programs, achieving board
certifications in a physical therapy specialty, or becoming a primary clinical instructor of
physical therapist interns, a guest lecturer or lab assistant in a professional or post-professional
program, an instructor in a professional or post-professional PT education program, a clinical
faculty member in a physical therapy residency, or participating in a physical therapy fellowship
program (Jones, Bellah, & Godges, 2008).
This study explored leadership orientations from the perspective that leadership is not a
destination or outcome but a process (McKimm & O'Sullivan, 2016). This mixed-method case
study examined the perceptions of leadership held by physical therapists working within a
healthcare organization in the United States. Physical therapists require leadership skills to build
their professional identity and guide changes in professional roles with greater coherence and
strength (Wheatley, 2006).
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Transformational leadership is a comprehensive leadership style. It is featured in this
study because it aligns with the American Physical Therapy Association’s mission of building a
community that advances the profession (APTA, 2018). Transformational leadership also aligns
with the Bolman and Deal (1991) multi-frame leadership model used for analysis in this study.
Healthcare organizations need leaders equipped with skills and attitudes that can bring
about strategic transformation from within the organization, not just manage change (Luzinski,
2011, p. 501). Transformational leadership heightens the follower’s awareness of what is morally
important and valued. Transformational leadership is relevant in today’s volatile healthcare
environment that demands leaders find innovative ways to transform their organization’s values,
beliefs, and behaviors to meet the demands of the future (Luzinski, 2011, p. 501). Successful
leadership rides on the ability to influence, inspire, build a vision, set direction, understand, and
develop people (Marion & Gonzales, 2014). Strong leadership guiding change is crucial to
making progress and staying viable and competitive. Within an organization effective leadership
is required at all levels for staff to move forward, embrace change, and optimize opportunities to
grow (Wheatley, 2006). Prominent leadership throughout all disciplines is indispensable when
diffusing volatile climates, transcending conflicting cultures, fostering engagement,
collaboration, and promoting systems for growth and development. Effective leadership
strategies are vital to improving employee engagement which is linked to productivity, staff
retention, safety, and patient experience (Jeve, Oppenheimer, & Konje, 2015). Healthcare
organizations around the world recognize the need for leadership development in advancing
innovative practices. This study concentrates on physical therapists’ leadership within the
healthcare organization. It sought to explore which abilities are formative to the leadership
development process for practicing physical therapists in a clinical environment. This study is
relevant because healthcare organizations are actively exploring the leadership training process
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throughout the health care systems (Desveaux & Verrier, 2014; Leatt & Porter, 2003). The
design of physical therapists’ development programs must include pertinent attributes,
knowledge, and skills specific to physical therapists’ leadership to ensure the future
transformative practice of physical therapists (Dean & Duncan, 2016, p. 272).
Problem Statement
This study addresses the problem of inadequate studies about leadership orientations of
physical therapists and the lack of focus on leadership development of clinical physical
therapists. Current professional development focuses on clinical skill and excellence and lacks
concentration on physical therapists’ leadership development. Improved understanding of
leadership development could better prepare physical therapists as future leaders ready to initiate
change, redesign values, change expectations, and aspirations (Transformational leadership, n.d).
There is often less concentration on leadership development in a physical therapist’s education
focusing primarily on clinical expertise. Many aspects of a healthcare professionals’ education
conflict with leadership development because it is competitive, reinforce autonomy, rewards for
individual accomplishment, and ignores structured leadership development (Blumenthal,
Bernard, Bohnen, & Bohmer, 2012). This reiterates the purpose of the study to explore
leadership perspectives to further leadership development of physical therapists.
Purpose
This study explores the perceptions of clinical physical therapists working in a hospital
setting in the United States. The study determined the self-perceived leadership orientations of
physical therapists and identified which orientations are central to their position when challenged
with effecting change, setting directions, and inspiring people towards goals (Kotter, 2012;
Mckimm & Swanwick, 2011). It is not the intent to critique current leadership roles within this
setting. The study evolved from the perspective of the author’s experience as a physical therapist,
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her interest in a hospital-based setting, and interests in transformational leadership. This mixedmethod case study’s purpose is to expand upon the empirical research done on the perceptions of
physical therapists in Ireland and Canada that clarifies relevant theory and affords purpose to this
study (Desveaux, et al., 2012; Desveaux & Verrier, 2014; McGowan & Stokes, 2017; McGowan,
Walsh, & Stokes, 2016; Ravitch & Riggan, 2017). Because the healthcare system in the United
States is different from the comprehensively public-funded healthcare systems of Ireland and
Canada, this study diverges from past quantitative research and both quantitatively and
qualitatively investigates leadership perceptions of clinical physical therapists within a hospital
system in the United States.
Research Questions
Grounded in behavioral theory, this study strives to understand the perceptions of
physical therapists by answering the following research questions:
1. To what degree do physical therapists exhibit multi-frame leadership as defined by
Bolman and Deal?
2. To what degree do physical therapists use each of the four frames as defined by
Bolman and Deal, Structural, Human Resources, Political and Symbolic
3. What leadership frames as defined by Bolman and Deal are utilized less by physical
therapists?
4. What is the leadership frame as defined by Bolman and Deal that physical therapists
predominately use when confronted with leadership challenges?
Conceptual Framework
Bolman and Deal conceptual model
Bolman and Deal created a leadership model to study skills, processes, and proposed
guidelines for successful leadership practices. The model is used to improve the quality of
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decisions, foster understanding, and brainstorm assumptions on leadership behavior. Each of the
four frames, Structure, Human Resources, Political and Symbolic highlights significant
possibilities for leadership but each by itself is incomplete (Bolman & Deal, 2017, p. 356).
This mixed-method exploratory case study is grounded in the behavioral theory that
leadership knowledge, skills, and behaviors, like other competencies, can be learned and focuses
on the actions of leaders (Blumenthal et al., 2012). It is a study based on multiple theoretical
orientations in social science and the psychology of leadership (Anfara & Mertz, 2015). The
study is viewed from the comprehensive leadership perspectives of behaviorism,
transformational, and full range leadership theories (Anfara & Mertz, 2015).
The study design of emailed surveys and interviews investigates both quantitatively and
qualitatively the perceived leadership orientations that physical therapists consider as valued and
central to their role as physical therapists. The study explores which perceived leadership
orientations physical therapists consider important in confronting challenges, initiating change,
redesigning values, changing expectations, and taking an active role within an organization
(Transformational leadership, n.d). Comparable to Turner’s (2017) study with radiation
oncologists and Turley's (2002) study with radiation therapy directors, this study analyzes survey
responses and interview themes to identify physical therapists’ perceptions of leadership
orientations valued as important to clinical physical therapists (Turley, 2002; Turner et al.,
2017).
Assumptions, Scope, and Limitations
The author assumes that leadership development is integral to a physical therapist’s
professional development and has an impact on decision making, advancement, and professional
identity. The author also assumes that the physical therapists who voluntarily participated in this
case study responded openly and honestly about their perceptions of leadership to effect change,
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set direction, and inspire people towards goals as well as what they perceive to be valuable
abilities for advancement within the organization. The author assumes that the participants will
have and share authentically their leadership experiences, their engagement, and voice within the
organization. Another assumption is that participants can identify leadership abilities for
enhancing leadership programs.
One limitation of the study is in the narrow scope of the sample that is limited to the 17
physical therapists working in the setting. Another weakness in the design is the depth and
richness of the data are directly related to the skill of the interviewer and the full disclosure and
forthcoming responses of the participants. Even though every attempt was made to enhance
rigor, this is not a qualitatively pure study; the data and analysis are done within the structure of
the qualitative framework which potentially includes biases, frames, beliefs, and experiences that
may color perspectives but can also contribute to the understanding (Anfara & Mertz, 2015).
Significance
Physical therapists need to understand and prioritize the leadership orientations that
invigorate and engage them within the organization and profession (Wheatley, 2006). The merit
of this study is that it builds from the limited quantitative research that measures and describes
physical therapists' perceptions of the characteristics required for leadership in the workplace and
society (Desveaux & Verrier, 2014). The current study differs from previous work by exploring
perceptions on key leadership abilities deemed important rather than determining leadership
characteristics or measuring leadership effectiveness (Desveaux, et al., 2012; Desveaux &
Verrier, 2014; Johansson, Miller, Hamrin, & Mittuniversitetet, 2014; McGowan & Stokes,
2017). The discussion develops from a broad topic of leadership in healthcare and expands on
the premise that there is a gap in the leadership development of healthcare professionals. The
study narrows the discussion specifically to the physical therapy profession’s leadership

8
perceptions. This study fills a knowledge gap that reflects the neglect of research on leadership
specific to the physical therapy profession with a focus on the clinician.
Rationale
Healthcare organizations must acknowledge the value of forthcoming leadership and that
all healthcare professionals at all levels must provide it. Failure to do this is detrimental to the
future of the organization (Kotter, 2012). Physical therapists have an extensive scope of patient
care knowledge and experience important in healthcare quality and safety decisions. Physical
therapists’ perceptions of leadership may provide insight not only for leadership development
programs but for additional performance improvement directives within healthcare
organizations.
Understanding physical therapists’ leadership perceptions are critical to a profession that
aims to capitalize on the numerous challenges of a turbulent healthcare system as well as
advance and secure a prominent position in the future of healthcare (Wheatley, 2006). Physical
therapists are often absent from senior leadership roles as organizations seek to further their
financial strength through the consolidation of resources and coordinated care. An integrated
healthcare system receives perspectives from all disciplines to provide comprehensive outlooks
on patient care initiatives and organizational change (Shahmoradi, Darrudi, Arji, & Farzaneh
Nejad, 2017). Multidisciplinary leadership teams deliver deeper outlooks that benefit the
organization by improving integration, information exchange, prevention of medical errors, and
efficiency of service delivery (Shahmoradi et al., 2017). Redefining leadership roles to expand
beyond physicians and nurses is essential in developing more comprehensive strategies to direct
organizational change, manage care, and traverse obstacles.
Physicians and other front-line health professionals are required to be the drivers in
patient-centered quality improvement, safety, and efficiency initiatives in an increasingly
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complex healthcare system (Turner et al., 2017). Minimizing the gap in leadership capability for
health professionals ensures they will collectively be equipped to meet the challenges of a
rapidly evolving healthcare landscape (Turner et al., 2017).
Appreciating physical therapists’ perceptions of leadership could potentially have wider
applicability to other health professionals across the organization (Turner et al., 2017). This
study provides a further understanding that links to transformational leadership and constructs a
valuable foundation to initiate a framework for leadership development of physical therapists.
Definition of Terms
Adroit Dimension of Leadership. Grouped under the Political Frame, a politically
sensitive leader. A skillful negotiator in the face of conflict and opposition (Bolman & Deal,
1991, p. 520).
American Physical Therapy Association (APTA). This is an individual membership
professional organization representing more than 100,000 member’s physical therapists, physical
therapy assistants, and students of physical therapy. The APTA seeks to improve the health and
quality of life of individuals in society by advancing the physical therapists' practice, education,
and research, and by increasing awareness and understanding of physical therapy’s role in the
nation’s health system (APTA, 2020).
Analytic Dimension of Leadership grouped under the Structural Frame. A leader who
thinks clearly and logically. A leader who approaches problems with facts and attends to detail
(Bolman & Deal, 1991 p. 519).
Behavior is how one acts or conducts oneself especially toward others (Dictionary, 2020).
Charismatic Dimension of Leadership. Grouped under the Symbolic leadership frame. A
leader who is imaginative and emphasizes culture and values (Bolman & Deal, 1991, p. 519).
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Inspirational Dimension of Leadership under the Symbolic Frame of leadership. A leader
who inspires others to loyalty and enthusiasm and communicates a strong sense of vision
(Bolman & Deal, 1991 p. 519).
Leaders in healthcare. Individuals who influence the actions of other individuals or
groups toward accomplishing goals who set the pace and direction of change while facilitating
innovative practice (Desveaux & Verrier, 2014, p. 120).
Organized Dimension of Leadership grouped under the Structural leadership frame. A
leader who develops clear goals and policies. A leader who holds people accountable for results
(Bolman & Deal, 1991, p. 519).
Participative Dimension of Leadership categorized under the Human Resources Frame of
leadership dimension. This leader is concerned with fostering participation, listening, and is open
to new ideas (Bolman & Deal, 1991, p. 519).
Physical therapists are movement experts who optimize the quality of life through
prescribed exercise, hands-on care, and patient education. State licensure is required. Physical
therapists practice in outpatient clinics, inpatient rehabilitation facilities, skilled nursing,
extended care, homes, education and research centers, schools, hospices, industries, fitness
centers, and sports training facilities. As of 2016, all physical therapists receive a Doctor of
Physical Therapy degree from an accredited physical therapist educational program before taking
the national licensure exam that allows them to practice (APTA, 2020).
Powerful Dimension of Leadership is a group under the Political leadership frame. A
leader who is concerned with persuasion and can mobilize people and resources. A leader who is
effective at building alliances and support (Bolman & Deal 1991, p. 519)
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Supportive Dimension of Leadership is grouped under the Human Resources Frame of
leadership dimension. A leader who is concerned about the feeling of others and responsive
(Bolman & Deal, 1991, p. 519).
Transformational Leadership is when a leader elevates the follower morally about what is
important, valued, and goes beyond the simpler transactional relationship providing reward or
avoidance of punishment for compliance (Bass & Bass, 2008).
Conclusion
Chapter 1 conveys the importance of leadership abilities for healthcare professionals. The
chapter builds a sense of urgency by discussing a gap in the leadership development of
healthcare professionals. It connects the problem of inadequate leadership development of
healthcare professionals with another paucity in the literature on understanding the necessary
leadership abilities specific to physical therapists. Leadership success depends on leadership’s
ability to influence, inspire, build a vision, set direction, understand, and develop people within
the organization (Marion & Gonzales, 2014).
This case study illuminates the problem of the limited understanding of the leadership
perspectives of physical therapists. The purpose of the study expands on existing knowledge and
improves understanding of physical therapists’ perceptions of leadership orientations. The
improved understanding of leadership orientations substantiates the rationale and significance of
the study that these are essential to the profession of physical therapy.
The significance and rationale are to document and portray leadership perceptions and
abilities that physical therapists need to develop, succeed in coping with dramatic change and
pressures to improve. It is speculation that lacking these skills may encumber physical therapists
in pursuing leadership action within the organization and obtaining future leadership roles. The
chapter further elaborates on the scope of this specific case of clinical physical therapists within
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the hospital setting. It is anticipated that an improved understanding of leadership perceptions
will enhance physical therapist professional development that is heavily based on clinical
expertise, outcome success, and revenue production.
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CHAPTER 2: LITERATURE REVIEW
The purpose of this mixed-method study was to improve the understanding and expand
the knowledge on which leadership orientations physical therapists perceive as important when
working in a hospital. The researcher tried to understand the perceptions of a limited number of
physical therapists working in the outpatient department of rehabilitation through surveys and
interviews. The researcher endeavored to understand the perceptions of which leadership
orientations as defined by Bolman and Deal (1991) are specific to the leadership challenges
confronting physical therapists in the clinical setting of a hospital. To inform this study it was
necessary to complete a critical review of the current literature. This review was ongoing
throughout the study.
This critical review investigates areas of the literature that strengthen the conversation
significant to the study. The review addresses the relevant topics of the education gap in
leadership development of healthcare professionals, transformational leadership behaviors in
healthcare professionals, key leadership competencies studied amongst other healthcare
disciplines, barriers to leadership development of health care professionals, and literature
specific to leadership within the physical therapy profession. The literature also reviews the
relevancy of the Bolman and Deal leadership theory to this study and the reliability of the tool,
Leadership Orientation Inquiry (Self). Foremost, the review of the literature builds a strong
foundation that there is a leadership development gap in the preparation of healthcare
professionals. The review exposes the education gap in the leadership of healthcare professionals
and illuminates a problem that healthcare professionals are unprepared to lead in the complex
turbulent healthcare environment. Second, transformational leadership behavior is imperative to
healthcare professionals. A review of transformation behaviors fortifies the connection between
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leadership behaviors and successful outcomes in healthcare. Third, it provides a distinct picture
of the current research on leading concepts, theories, and data relevant to key leadership
competencies in healthcare professionals. The substance of the review focuses on an expansive
amount of leadership behavior research done about other healthcare professionals, not physical
therapists. Third, it reviews minimal research focused on the leadership perceptions of physical
therapists working in the United States. Throughout the review, specific gaps or oversights in the
literature on leadership development of the physical therapist who must confront leadership
challenges within their position as a physical therapist justifies the need for this study.
The literature review shapes the direction and objectives of this mixed-method case study
and investigates trends, advances knowledge, and explores essential leadership abilities specific
to physical therapists. The literature review provides the foundation fueling the author’s assertion
that understanding these perceptions of key leadership orientations is the first step towards
preparing physical therapists to cope with the challenges of a complex evolving healthcare
system and more prominent leadership action in healthcare.
To conduct this literature review, the researcher used multiple information sources the
majority published from the last ten years, including books, dissertations, internet resources,
professional journals, and periodicals assessed through databases of ERIC and ProQuest
(Bloomberg & Volpe, 2016). Keywords used to search literature leadership, Bolman and Deal
leadership frames, transformational leadership, full-range leadership, physical therapy,
healthcare, leadership competency, and leadership behavior. In summary, each section informs
the study, fosters a further understanding of leadership orientations unique to healthcare, and
contributes to the ongoing development of the study and conceptual framework (Bloomberg, &
Volpe, 2016).
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The Gap in Leadership Development
An appraisal of the literature indicates a valid problem of a gap in the education of
healthcare professionals. The past research has investigated the gap in the education of health
professionals not being prepared to lead change in complex healthcare systems. A critical
perspective is identifying leadership competency profiles specific to the leadership needs of
healthcare professionals. Understanding these leadership abilities is the foundation for improving
the process of developing leadership skills and leading change. Universally, healthcare
professionals are not equipped to meet the challenges of a rapidly evolving healthcare landscape
(Turner et al., 2017). Another critical perspective is the most prevalent organizational problem of
ineffective transfer of leadership from leader to follower. This flawed process ill-prepares future
leaders in essential capabilities of transformational leadership, such as individualized
consideration, intellectual stimulation, inspirational motivation, and idealized influence
(Transformational leadership, n.d). Research supports the premise that health professionals are
inadequately prepared to meet the current leadership challenges (Blumenthal et al., 2012, p. 515).
Since 1935 there has been a 90% decline in US hospitals that are run by physicians (Blumenthal
et al., 2012, p. 515). One survey found that 85% of medical residents reported a need for
management, negotiation, and partnership training (Blumenthal et al., 2012, p. 515). Another
recent survey of surgical residents found that more than 50% believed they had an average
ability to inspire others (Blumenthal et al., 2012, p. 515). The healthcare professional’s education
primarily focuses on clinical expertise, not leadership.
Organizations expect healthcare professionals to lead cohesive multi-professional teams
and impact organizational quality, safety, and effectiveness (Mckimm & Swanwick, 2011).
High-level communication and engagement skills are not acquired but developed to positively
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affect others' motivation and wellbeing (Mckimm & Swanwick, 2011). Organizational problems
such as ineffectual conveyance from leader to follower are consequences of this leadership gap.
Evidence of an ineffectual process is that women, who make up the majority of the health
professional workforce, are in the minority of top-ranking executive health care leadership
positions (Hassmiller & Combes, 2012). The implications for this study are that these innate
characteristics of self-sacrifice, dedication, and creativity need to be nourished and developed by
a successful process (Transformational leadership, n.d). To develop those, practitioners must first
understand what the perceptions of leadership orientations are.
Another critical perspective excavated in the review is no evidenced-based framework
exists for designing a formal leadership program specific to healthcare. This suggests a strong
case for changing education to develop clinical leaders. An evidenced-based framework designed
for a formal leadership curriculum is important because of the strong correlation between
improved leadership skills of practicing clinicians and superior outcomes (Blumenthal et al.,
2012). Out of the numerous highly educated proficient health professionals, few advance to the
highest level of hospital leadership as organizational board members or directors. A recent
survey of more than 1,000 hospital boards found that just 6% of board members were nurses; and
only 20% were physicians (Hassmiller & Combes, 2012). This is a substantial problem because
there is an extensive scope of patient care knowledge and experience that may be excluded from
the highest level of leadership quality and safety decisions. The American Hospital Associations
Center for Healthcare Governance emphasized the importance of knowledge and necessary skills
and identified personal leadership capabilities such as community orientation, collaboration,
organizational awareness, accountability, team leadership, relationship building, and
professionalism essential leadership for board appointees (Hassmiller & Combes, 2012).
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Key Leadership Competencies
Learning to lead through the experience of leading on the job has pitfalls of reinforcing
and perpetuating ineffective and bad behavior (Seemiller, 2016). This study’s focus is to
determine which leadership orientations are essential to leadership development of physical
therapists. There is limited research focused on understanding the process and competencies
involved with the leadership behavior development of health professionals (Johansson et al.,
2014). This study contextualizes and develops the topic of leadership development in healthcare
professionals by learning through the works of others. (Alban-Metcalfe & Alimo-Metcalfe,
2013; Ravitch & Riggan, 2017). Leadership development programs emphasize integrative
leadership focused on collaborative success stipulates specific behaviors of big-picture thinking,
coaching, mediation, negotiation, risk analysis, contract management, strategic thinking,
interpersonal communication, team building, partnering, political savvy, and influencing
negotiation (Alban-Metcalfe & Alimo-Metcalfe, 2010). Integrative leadership competency
should focus on areas of interpersonal understanding (demonstrating empathy; understanding
motivation), teamwork and co-operation (inclusive perspective on achievements, altruistic
perspective on resource sharing, collaborative conflict resolution, and team leadership (bridging
diversity, creating lines of sight (Alban-Metcalfe & Alimo-Metcalfe, 2010). This form of
leadership builds on developing a working relationship, trust, and mutual respect and valuing of
others’ contributions. (Alban-Metcalfe & Alimo-Metcalfe, 2010). Numerous noteworthy
research by Alban-Metcalfe & Alimo-Metcalfe (2013) supports the framework of the study by
making the distinction of “What” leaders do, can be assessed with competency frameworks;
“how” they act is a measure of their “leadership style” (Alban-Metcalfe & Alimo-Metcalfe,
2013).
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A study by Fleming-Castaldy & Patro (2012) examined the leadership characteristics of
53 occupational therapy clinical managers using the leadership practices inventory. The
respondents’ reported leadership capabilities reflecting their power to influence and lead the
profession in a demanding and ever-changing healthcare environment (Fleming-Castaldy &
Patro, 2012). This is also an important finding substantiating the need for leadership
development in allied health and uses leadership challenge models (Kouzes & Posner, 2016).
This model is based on research that effective leaders can address multiple dimensions of
leadership in a manner that relates well to the profession of occupational and likewise physical
therapy practice (Fleming-Castaldy & Patro, 2012; Kouzes & Posner, 2016). The five key
leadership characteristics were challenging the process, inspiring a shared vision, enabling others
to act, modeling the way, and encouraging the heart (Fleming-Castaldy & Patro, 2012). The
application of these five leadership principles can help healthcare professionals improve their
leadership skills to meet the challenges of the turbulent health care system and respond with
influence (Fleming-Castaldy & Patro, 2012). Healthcare professionals depend on a culture that is
a healthy work environment of ethical standards and accountability (Bottomley, Burgess, & III,
2014). These standards are the moral code that raises the level of human conduct and ethical
aspiration (Bottomley et al., 2014). Transformational leadership is the most comprehensive
successful style of leadership that embodies the adaptive, forward-thinking essential to leading in
healthcare.
Barriers
A critical perspective uncovered in the literature is that leadership development in
healthcare is complicated, challenging, and unique because of the complexity of intersecting
administrative and clinical priorities. Another perspective is that health professionals are
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disconnected from leadership development initiatives because clinical education, outcome
success and revenue production is the priority. Education does not extensively incorporate
leadership into an already abounding curriculum of health professionals. The implications for
this study are that the research advocates for further study of leadership development under the
lens of healthcare to understand and determine key leadership abilities paramount in equipping
future healthcare leaders with the tools and knowledge to embrace change, optimize volatility
and make unprecedented decisions for progress in healthcare. The current review exposes a gap
and a need to investigate beyond studies that narrowly focus on physician and nurse leadership
development and look into the leadership of other healthcare professionals.
Healthcare professionals are highly motivated, highly educated, compassionate,
committed with robust accountability and responsibility who should be the perfect leaders.
However, their highly competitive education reinforces a culture of autonomy, the reward for
individual accomplishment, and conflicts with Transformational leadership development. An
education that promotes individual ability and compensates for individual clinical success and
outcomes is in stark contrast to Transformational Leadership skills needed in healthcare. The
idealized medical education and culture are amongst the many barriers to the leadership
development process in healthcare. The problem in health care leadership is not the demand for
perfection but that the appropriated communication and leadership do not accompany the
demand for perfection (van As, 2011).
Another barrier to health care professionals as leaders is inadequate leadership education.
The instructional emphasis remains on the cognitive domain leaving many leaders insufficient
interpersonal relationship skills necessary for successful transformational leadership in
healthcare (Wainright, York, & Woodard, 2012). Fueling these educational shortfalls, healthcare
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management education is challenged to keep pace with rapidly changing complex healthcare
delivery systems that have not been reformulated (Wainwright et al., 2012). Other problems in
healthcare systems that encumbers leadership development are the common practice to promote
health professionals to formal leadership roles based on seniority, experience, and demonstrated
clinical competence not demonstrated leadership behaviors (Wilmoth & Shapiro, 2014). A
criticism of the current state of leadership development, it is specific to the institutional business
practice with a limited focus on developing transferable leadership skills across institutions
(Wilmoth, & Shapiro, 2014).
Another obstacle that can encumber health professional’s leadership development is
existing organizational agendas that promote individual achievement and compensates for
individual clinical success. A critical perspective is that organizations assume health
professionals are naturally skilled as leaders and expect them to lead cohesive teams to impact
organizational quality, safety, and effectiveness. Dynamic communication and engagement to
ignite other’s motivation are anticipated. Implications for this study are that research indicates
that these skills are not innate but need to be developed. (Mckimm & Swanwick, 2011).
Critical perspectives are realizing key influences on personalities, traits, and abilities,
energizing vision, and challenging goals are important to understanding and implementing a
development process (Transformational leadership, n.d.). Implications of this study are the need
to improve leadership’s development and identify which conditions elevate followers to advance
(Transformational leadership, n.d.). The process of this study is imperative in developing future
leaders that are exceptional at working towards the benefit of the team and organization
(Transformational, leadership n.d). Other implications are comprehending transformational
leadership evolution is central to stakeholders aimed at positive culture, effective hiring
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practices, and success in adapting to change, acclimating to a shifting healthcare economy, and
improving future competitive standing (Kotter, 2012). There is a need for investigation of key
influences, characteristics, and methods of successful leadership development leading to a
framework intended for a successful organizational leadership development program. The
resolution of the problem will result in creating a valuable and positive change in developing
followers into leaders. (Transformational leadership, n.d.).
Transformational Leadership in Healthcare
This case study distinguishes and explores physical therapist perceptions of leadership
orientations, not management. Most managers have a data-driven approach to management that
is predictable, focused on order, and short-term results. (Kotter, 2012). The focus of their
training and education is on planning, budgeting, organizing staffing, and problem-solving not
transformation (Kotter, 2012).
Healthcare leaders must be prepared to attack challenges with unrelenting optimism,
positivity, enthusiasm, and energy that supports an unwavering commitment to quality patient
care. They must execute powerful approaches that engage followers to invest in the
organizational mission, work towards the organization’s goals, foster commitment, and creativity
(Marion & Gonzales, 2014). Healthcare organizations will increasingly depend on
transformational leaders to motivate, mobilize teams, and establish a culture of positive relations,
trust, mutual regard, and respect amongst employees (Bass & Bass, 2008). Healthcare is a
turbulent business of ongoing change. Effective leaders are fundamental in swaying employees’
opinions during change.
The healthcare industry is growing in complexity and so must its leadership development.
The complexity in healthcare requires exceptional leadership to enable teams to solve problems
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and make unprecedented decisions. The success of healthcare organizations hinges on effective
leadership that can broaden and elevate interest, generate awareness and acceptance, and
motivates followers to go beyond their self-interest in advancing the organization’s mission
(Bass & Bass, 2008). Healthcare organizations have entrusted health professional leaders with
developing ethical standards, accountability, conveying priorities and executing proper ethical
behaviors and they now realize how important developing their leadership abilities are
(Bottomley et al., 2014).
The review provides a conceptual framework of four behaviors needed for an effective
transformational leader. The four essential transformational leadership behaviors are vision
builder, standard-bearer, integrator, and developer (Bottomley et al., 2014). A transformational
leader allows for hope and possibility, which is vital to healthcare organizations during times of
turbulence and change (Marion & Gonzales, 2014). It is paramount that healthcare leadership is
competent in demonstrating transformational leadership abilities of influence, inspiration, vision,
direction, understanding, redesigning, managing, and developing people (Marion & Gonzales,
2014).
The challenges and demands of leaders within healthcare organizations are numerous and
great. Future leadership in healthcare faces a multitude of challenges of emerging systems, new
policies, stringent productivity expectations, and incessant change that affects culture and
morale. Many critical perspectives were uncovered in the review that substantiates the need for
transformational leadership in healthcare. Transformational leadership behavior aligns with the
mission of healthcare. It is the ideal leadership style to cultivate in healthcare professionals
because it promotes future success, professional growth, and ongoing engagement.
Transformational leadership skills are paramount in healthcare, an environment in a constant
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state of flux. Transformational leadership is important to healthcare professionals because it
promotes a positive culture and engagement (Luzinski, 2011). A receptive culture has a safe
environment where supervisors listen, feedback is encouraged, others input is valued, and
practice is supported, which is critical to healthcare (Luzinski, 2011). Transformational
leadership is different from other leadership styles because emotions and values are emphasized
which are central to healthcare missions (Marion & Gonzales, 2014). Also important to
healthcare is transformational leadership that is ethics-driven and emphasizes the rational
process, not a reward for performance (Groves & LaRocca, 2011). Healthcare requires
transformational leadership skills that seek to bring about deep change that can overhaul
organization rules and regulations (Groves & LaRocca, 2011). Transformational leadership is not
outcome-oriented, concerned about preserving the status quo or self (Groves & LaRocca, 2011).
Transformational leaders do not rely on power, rewards, or sanction of their official position to
influence followers (Groves & LaRocca, 2011, p. 513). Transformational leadership aligns well
with healthcare since it is associated with follower belief and incorporates social responsibility
(Marion & Gonzales, 2014). Employees of organizations led by transformational leaders are
more likely to care about broader deeper issues not necessarily related to personal gain (Marion
& Gonzales, 2014). Healthcare is a transformational environment that is not linear, top-down,
nor based on self-interests (Marion & Gonzales, 2014). Transformational skills of self-reflection,
resourceful vision, objectivity, and transparency in seeking others' expertise are critical to
healthcare professionals (Marion & Gonzales, 2014). Transformational leadership aligns best
with healthcare, illuminating the process concerned with fostering change. Transformational
leadership behavior focuses on larger, deeper issues to facilitate organizational progress.
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The impetus for this study is that prior research investigates how transformational
leadership is measured and described but little research exists on investigating the perceptions of
transformational leadership abilities within a profession and within an organization (Avolio,
2010). There is also negligible research specific to transformational leadership related to the
profession of physical therapy. This justifies the need for this study investigating the perceptions
of leadership in the physical therapy profession.
Bolman & Deal Four Frame Model
Bolman and Deal created a leadership model to examine skills, processes, and propose
guidelines for successful leadership practices (Bolman & Deal, 2017). Bolman and Deal are
educators, authors, and researchers who recognize the need for reliable flexible leaders who are
artists as well as analysts who can reframe experience to discover new issues and possibilities
(Bolman & Deal, 2017 p. x). Their views incorporate the relational and contextual nature of
leadership and make the distinction from power and position (Bolman & Deal, 2017 p. 356).
Leadership is contextual and situated not in the leader but the exchange (Bolman & Deal, 2017,
p. 337). Leadership produces a cooperative effort and a mutual fusing of thoughts, feelings, and
actions by both leaders and led (Bolman & Deal, 2017, p. 337). Leadership is different from
management as you can be a leader without being a manager (Bolman & Deal, 2017, p. 336).
Leadership is an activity, not a position and it is possible and often necessary to lead without a
position of formal authority (Bolman & Deal, 2017 p. 337). Leaders need skills in managing
relationships with all stakeholders (Bolman, & Deal, 2017 p. 335).
Bolman and Deal advocate for a multi-frame view of leadership that aligns with
transformational leadership, a prevalent comprehensive leadership style used in healthcare
(Bolman & Deal, 2017). Transformational leadership is a dominant research strand producing
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several studies confirming that transformational leaders have a powerful impact (Bolman, 2017,
p. 333; Conger & Kanungo, 1994; Shamir, House, & Arthur, 1993). The evolution of leadership
ideas centers on a complex view that takes account of individual relationships and context
(Bolman & Deal, 2017, p. 335). Leadership is multilateral, not unilateral, and is distributed rather
than concentrated at the top (Bolman & Deal, 2017, p. 336). The model is used to improve the
quality of judgments, promote understanding, and negotiate assumptions on leadership behavior
(Bolman & Deal, 2017). Each of the four frames highlights significant possibilities for leadership
but each by itself is incomplete (Bolman & Deal, 2017, p. 356).
Leadership in Physical Therapy
There is even less literature focusing on the lack of leadership development specifically
of physical therapists. Prior research advances knowledge by identifying key characteristics
essential in the leadership of physical therapists in the countries of Ireland and Canada. The
literature review supports the premise of this study by situating the topic of study within a similar
framework of information and ideas relevant to studies on perspectives of the leadership of other
healthcare professionals and physical therapists from other countries (Ravitch & Riggan, 2017).
Literature cited here explains how past empirical work informs this study's questions about
physical therapists working in the United States (Desveaux, et al., 2012; McGowan et al., 2016;
Ravitch & Riggan, 2017). Past studies identify characteristics of leadership from the perspective
of the physical therapist in Canada that was consistent with other allied health research
(Desveaux, et al., 2012). Desveaux, et al., (2012) was the first study that laid the foundation for
what leadership characteristics physical therapists possess or which characteristics they believe
are required, both in their practice and in administrative roles (Desveaux, et al., 2012). This study
had a 30% response rate from a cross-sectional nationwide survey and determined that
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communication, professionalism, and credibility were the top three characteristics that physical
therapists perceive as important. It concluded that 79% of physical therapists considered
themselves leaders (Desveaux, et al., 2012). Desveaux and Verrier (2014) added to the
knowledge by describing and comparing Canadian physical therapists' perspectives on the
characteristics required for leadership in the workplace and society and exploring the
implications for the professions (Desveaux, et al., 2012; Desveaux & Verrier, 2014). Physical
therapists consistently rate leadership characteristics as more important in the workplace than at
the societal level (Desveaux & Verrier, 2014). This is an important finding and has significant
implications for the current study since physical therapists need to understand and establish the
profession’s perceptions of leadership to achieve professional growth within the healthcare
system (Desveaux & Verrier, 2014). Desveaux & Verrier (2014) was the first to build on this
foundation and discuss leadership in physical therapy and the importance of leadership
concerning the profession's position in healthcare (Desveaux & Verrier, 2014, p. 120).
McGowan and Stokes (2017) studied leadership and leadership development within the
profession of physiotherapy in Ireland. This study found that leadership is needed to guide the
changes necessary for the sustainable growth and development of the profession (Desveaux &
Verrier 2014; McGowan & Stokes, 2017, p. 62). Improved leadership within physical therapy
has the potential to improve the profession’s profile and status in the changing healthcare
landscape (McGowan & Stokes, 2017, p. 62). Physical therapists are valuable resources because
of their extensive clinical knowledge, distinctive expertise, and varied, unique perspectives,
divergent from physicians and nursing. The physical therapist has a lot to contribute to an
organization and the healthcare system. Key barriers to physical therapy leadership were
identified as the traditional structures and roles in existence including the medical and nursing
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dominance of current healthcare leadership (Clifford & Thornton, 2016, p. e248). McGowan and
Stokes (2017) determined that 74% of physical therapists in Ireland believed themselves to be a
leader. This finding is paramount since the majority of physical therapists are confident to drive
continual change and improvement service (McGowan & Stokes 2017, p. 67). This study
determined that leadership development training was associated with self-declaration as a leader
(McGowan & Stokes, 2017, p. 67). This may indicate that leadership development training
contributed to the perceptions of leadership or that those that perceived themselves as leaders
may be more likely to participate in leadership development training (McGowan & Stokes, 2017,
p. 67). This study also discovered that the most frequent form of leadership development was
mentoring (McGowan & Stokes, 2017, p. 68). It confirmed that social dominance was the
lowest-rated characteristic of physical therapists in Ireland. A reluctance to appear dominant or
to have a strong influence over others is suggestive of a more transformational or servant
leadership style (McGowan & Stokes, 2017, p. 67). The research supports leadership
development enabling physical therapists to perceive themselves as leaders and supports
leadership development opportunities to become available to physical therapists (McGowan, &
Stokes, 2017, p. 69). Research advocates for a further investigation of the optimal mode and
content of leadership development (McGowan, 2017, p. 69).
Lopopolo et al. (2004), The LAMP (leadership, administration, management, and
professionalism) documents ways to identify the administrative and management content
(referred to as "components") and is an important guide for physical therapist’s practice
regardless of clinical setting (Lopopolo et al., 2004). The study determined that the top-ranking
categories of communication, professional involvement, and ethical practice should be included
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in professional physical therapist curricula. This study implies that the components provide a
basis for further exploration of leadership abilities (Lopopolo et al., 2004).
Past research lays the foundation for the current study which reaches beyond
distinguishing features or characteristics for leadership development. This study extends the
focus to identify leadership orientations as defined by Bolman and Deal that physical therapists
perceive as important when confronting challenges in the field. Developing the right leader who
is sensitive to the attitudes and perceptions of others is an important element of culture and a
powerful determinant of organizational behavior (Marion & Gonzales, 2014). Leaders that model
successful behaviors inspire others to perform well (Bottomley et al., 2014). Effective leaders
instill vision and pride and are imperative to the healthcare team structure by driving
cohesiveness and improving interaction (Bass & Bass, 2008).
Conceptual Framework
The discipline orientation of the study is educational leadership and is based on
established philosophical perspectives of Phenomenology and Social Constructivism. The
researcher replicates the conceptual framework from past empirical studies on leadership in
healthcare (Desveaux, et al., 2012; Deseveaux & Verrier, 2014; McGowan & Stokes, 2017;
McGowan et al., 2016; Ravitch & Riggan, 2017; Turley, 2002; Turner et al., 2017). The
relationship between this study and the existing scholarship is evident in the combination of
formal theories that make up the theoretical framework and illustrate the conceptual framework
(Ravitch & Riggan, 2017). The discussion arises from existing scholarship that healthcare
professionals are unprepared to lead and that ineffective leadership development is limiting the
ability of health care professionals to attain leadership roles (Bell, 1990). The relationship
between discussion and scholarship evolves with uncovering theory that supports the need for
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leadership development of physical therapists and identifies biases against physical therapists in
leadership roles (Clifford & Thornton, 2016). The argument validates existing scholarship that
identifies barriers to leadership development within the medical culture. The discussion further
develops from an existing scholarship that suggests the leadership development gap influences
the leadership roles of health care professionals. Existing scholarship substantiates the discussion
by illuminating underlying barriers to health professionals achieving leadership roles. Evidence
supports the discussion of and purpose to expand on knowledge of how leadership development
in health care professionals influences healthcare and attainment of leadership roles. The review
establishes a foundation for transformational leadership behaviors in healthcare professionals.
The study, based on theories rooted in behaviorism, focuses on the actions of leaders, not
on mental qualities or internal states (Cherry, 2019). Behavioral theory is based on the belief that
great leaders are made, not born (Cherry, 2019). It also grounded in the relationship and
transformational theories that focus upon the connections formed between leaders and followers
(Cherry, 2019). The mixed-method study is based on social science and the psychology of
leadership is categorized by multiple theoretical orientations (Anfara & Mertz, 2015). The
study’s theoretical framework moves beyond the “Great Man Theory” that leaders are born with
the necessary characteristics to lead (Cherry, 2019).
Behavioral leadership theory manifests in the study as it emphasizes behavior by
defining and categorizing task behavior. This theory substantiates the study’s premise that
specific abilities are integral to being an effective leader. Behavioral leadership theory indicates
that what leaders do supports the main concept of the study, and determines the perceived
leadership orientations of physical therapists (Northouse, 2016). Behavioral leadership theory
defines task behaviors essential to leadership and connects them to transformational leadership.
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The behavioral leadership approach defines the behavior of the leader as what they do and how
they act toward their followers. This leadership approach is comprised of two behaviors, those of
task and relationship (Northouse, 2016). Task behaviors are those that facilitate goal
accomplishment, while relationship behaviors are those that help followers feel comfortable. The
behavioral leadership approach provides the association that leaders need to combine these two
types of behaviors to influence followers (Northouse, 2016). The theory defines these behaviors
and establishes the necessary connection to the transformational leadership theory needed for the
study.
The study employs concepts from path-goal theory emphasizing the relationship between
the leader’s style and the characteristics of the followers and the organizational setting
(Northouse, 2016). Path-goal theory proposes that a leader can affect the performance,
satisfaction, and motivation of a follower in different ways (Dewan & Dewan, 2010). Path-goal
leadership provides structure to the study by establishing the importance of a leader’s ability to
motivate followers to accomplish their goals as a key leadership competency. Path-goal theory
links leadership behavior to follower’s motivation (Northouse, 2016).
The study employs intentional change theory as it provides concepts on how individuals
and organizations achieve desired, sustainable change (Boyatzis, 2006). This theory outlines the
processes that are central to a sustainable change of leader’s behaviors. Intentional change theory
uses five phases of learning. This theory establishes the needed link for the study that leadership
development or changing leadership abilities is possible, not innate. The theory establishes that
sustainable change may be in a person’s actions, habits, or competencies, their aspirations, and
how they look at work or life (Boyatzis, 2006).
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The study employs full-range leadership theory (FRLT) which has been empirically
proven in studies of diverse organizations to positively correlate with organization effectiveness,
especially transformational leadership (Snodgrass, Douthitt, Ellis, Wade, & Plemons, 2008,
p. 39). The study based on established theory provides a strong foundation for the problem and
questions addressed in the study (Anfara & Mertz, 2015). The theories addressed, specifically
full range leadership and behavioral leadership, provide operational guidance for the analysis of
determining abilities, rating the suitability, comparing the data, and establishing relationships
(Anfara & Mertz, 2015). These robust theories of Full Range Leadership, Transformational,
Path-goal, Behavioral leadership, and Intentional Change provide a fortified underlying structure
that informs the study and describes the relationship between leadership behavior and leadership
success (Anfara & Mertz, 2015). This relationship aligns with the purpose of the study in
exploring the leadership orientations central to clinical physical therapists when confronted with
leadership challenges. A significant strength is the transferability of the study where the data
could be presented independently of the framework. Others may be able to apply the different
frameworks to the same data presentation and gain insights and transferences (Anfara & Mertz,
2015).
The objective of the study to explore and focus on leadership orientations central to
physical therapists. The literature review prepares the groundwork by defining leadership
competency as the knowledge, values, abilities, and behaviors that help an individual contribute
or successfully engage in a role or task (Seemiller, 2016, p. 51). Competency development
models are important when designing intentional learning experiences, mapping competencies to
organizational outcomes and priorities, and assessing competency proficiency (Seemiller, 2016,
p. 51). The research identifies leadership competencies of emotional intelligence, vision,
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acumen, communication, and mobilizing others is important to health professionals (Stoller,
Taylor, & Farver, 2013). Identifying and understanding competencies procure one’s capability to
capitalize on leadership strengths and incorporate distinctions of handling complex situations.
(Seemiller, 2016). Identifying competencies provides a common language with which to train,
evaluate, and design curriculum, promote experience and assess learning (Seemiller, 2016).
Fundamental to the leadership development process is identifying leadership competencies
specific for healthcare professionals that sets clear expectations, establishes a firm understanding
of areas to develop, and be proficient when leading in healthcare organizations (Seemiller, 2016).
Successful organizational outcomes of patient experience, quality, and safety depend on many
interrelated leadership competencies (Seemiller, 2016).
The Bolman and Deal conceptual model used in the study approaches leadership from
four frames Structural, Political, Human Resources, and Symbolic. Each frame highlights
possibilities for leadership. A frame is a coherent set of ideas or beliefs forming a lens that
enables one to see and understand more clearly what is going on in one’s work (Bolman & Deal
2017, p. 43). This mental map provides four ways of making sense of leadership (Bolman &
Deal, 2017). This model aligns with the premise of the study to identify weaknesses and
understand strengths to expand and build on leadership within the four frames of, structural,
political, human resources, and symbolic (Bolman & Deal, 2017).
The Structural Frame describes leaders who do their homework, rethink the relationship
between structure, strategy, and environment, experiment, and focus on implementation (Bolman
& Deal, 2017, p. 348). The Human Resource Frame describes leaders as facilitators and
catalysts. The leaders are strong communicators who use emotional intelligence and social skills
to motivate and empower subordinates (Bolman & Deal, 2017, p. 350). Leadership power comes
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from caring, sensitivity, and service rather than position or force (Bolman & Deal, 2017, p. 350).
Leaders are visible and accessible and advocate for coaching, listening, participating, and
empowering (Bolman & Deal, 2017, p. 350). The Political Frame describes leaders who build
linkages to stakeholders and recognize the value of personal contact and face to face
conversations (Bolman & Deal, 2017, p. 350). These leaders persuade, negotiate, and coerce
(Bolman & Deal, 2017, p. 353). These leaders recognize power as essential to their effectiveness
and know that influence begins with understanding others (Bolman & Deal, 2017, p. 353). The
Symbolic Frame describes leaders that lead through action and words (Bolman & Deal, 2017,
p. 354). They lead by example, take risks, and inspire others (Bolman & Deal, 2017, p. 354).
Symbolic Leaders offer a hopeful interpretation of their framed experiences (Bolman & Deal,
2017, p. 354). Symbolic leaders are effective in their communication of vision through
embedded stories that address both the challenges of the present and the hopes and values of
followers (Bolman & Deal, 2017, p. 354).
The survey uses the Bolman and Deal Leadership Orientation Inquiry (Self) to collect
data to respond to the research questions 1-3. The Bolman and Deal Leadership Orientation(Self) survey is an instrument of 32 questions that describe specific behaviors indicative of the
distinct leadership frames of Structure, Political, Human Resources, and Symbolic (Bolman,
1991; Turley, 2002). The respondents indicate how often each item was characteristic of their
behavior on a Likert scale from 1-never to 5- always (Bolman & Deal, 1991; Turley, 2002). The
LOI-Self has demonstrated high reliability using Cronbach’s alpha in all frames (Bolman &
Deal, 1991; Turley, 2002). There are no published validity studies although the instrument is
used frequently as a tool in leadership studies in corporations, higher education, K-12 schools
and healthcare environments across the United States (Turley, 2002)
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The analysis for this study identifies frequency or trends in the use of leadership frames
unique to physical therapists. The conceptual framework for the research is a logical progression
of the author's interests in transformational leadership. Bolman and Deal’s conceptual model of
leadership is a validated tool and appropriate for documenting the experiences as a physical
therapist. The mixed-method research study incorporates the author’s leadership interests and
perspectives on the importance of leadership development for clinical physical therapists
(Weaver-Hightower, 2018). Examining the leadership development gap in healthcare
professionals offers insight into the nature and severity of the problem and the significance of the
study (Weaver-Hightower, 2018). An important part of the conceptual framework, the theoretical
framework argues for the research through a discussion of formal theories of cognitive theory,
full-range leadership theory, transformational leadership theory, behavioral and intentional
change theory, and Bolman and Deal’s leadership theory (Weaver-Hightower, 2011). The
conceptual framework supports the exploration of physical therapists’ perspectives on leadership
essential to clinical or working physical therapists.
In summary, the conceptual framework aligns leadership theories to address the problem
of the leadership education gap. The researcher’s thirty years of physical therapy practice,
interests in transformational leadership in healthcare, and cognitive and behavioral theories
inform the research design (Weaver-Hightower, 2011). The conceptual framework justifies the
significance of the study by exposing the narrow focus of prior research on physician and nurse
leadership development. The conceptual framework appraises and replicates past methodological
approaches by several researchers (Desveaux, et al., 2012; Desveaux & Verrier, 2014; McGowan
E. & Stokes, 2017; McGowan et al., 2016; Ravitch & Riggan, 2017; Turley, 2002; and Turner et
al., 2017), to successfully study the topic.
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Conclusion
Leadership development in healthcare is complicated, challenging, and unique because of
the complexity of intersecting administrative and clinical priorities. These priorities may
contribute to a disconnect from leadership development initiatives. Besides, undergraduate
education does not generally incorporate leadership into an already abounding curriculum. Both
factors contribute to the problem of an education gap. This study reviews the problem of the
education gap in the leadership development of healthcare professionals and narrows the focus to
investigate leadership perceptions of physical therapists.
The literature review excavates established cognitive, full-range leadership, behavioral
leadership, intentional change theory, and Bolman and Deal’s theory. These theories utilized by
other researchers like Alban-Metcalfe & Alimo-Metcalfe (2010) permit questioning of
relationships between concepts and integrate them into the research process (Ravitch & Riggan,
2017).
The literature discloses that competency frameworks are flawed and are not a
comprehensive recipe for personal or organizational success. Competency frameworks do not
provide the whole picture in contextualized performance and do not consistently align with the
vision of the organization (McKimm & Swanwick, 2011 p. 25). There is a sound foundation
established in the literature that describes successful leadership competencies as strategic
visioning, critical evaluation, and effective communication (Seemiller, 2016).
Transformational leadership skills connect leadership ability with subsequent
competencies of (knowledge, skills, and abilities) to improve leadership success. (Bottomley et
al., 2014). The implications for this study include narrowing the focus of current literature to
investigate the perceptions of what leadership abilities are essential to the physical therapy
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profession and utilizing past empirical work to inform the unresolved questions about physical
therapists’ roles as leaders (Ravitch & Riggan, 2017).
Current research exposes deficiencies in educational training that jeopardize healthcare
leaders’ potential as leaders and deprives them of the tools to manage problematic interactions
(Marion, 2014). The current study explores the leadership perceptions of a physical therapist and
introduces theory on what is expected and needed of healthcare leadership. Improved
understanding of these perceptions provides insight into leadership competencies that establish a
culture that fosters respect and conventions that add predictability and stability to interactions
between healthcare professionals (Marion & Gonzales, 2014).
A strong case was built for investigating leadership perceptions in physical therapists and
to understand these perceptions. Understanding these perceptions is critical to the development
of the “right kind of leader”. The study documents leadership perceptions of physical therapists.
The findings add to the knowledge of the process of developing powerful influential leaders
within the physical therapy profession who can mobilize others and contribute to organizational
success. Developing the “right leader” will build on a positive culture and transform current into
exceptional future states (Marion & Gonzales, 2014). Describing leadership perceptions specific
to a profession is the first step in understanding how leaders must be developed into effective
ringleaders who inspire change, orchestrate activities and create environments that foster lifelong
learning essential to healthcare progress (Bottomley et al., 2014).
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CHAPTER 3: METHODOLOGY
This chapter reiterates the problem and purpose and goes on to support and elaborate on
the choice of mixed-method design and the particulars of data, data collection, and analysis
(Bloomberg & Volpe, 2016, p. 146). This mixed-method approach gathered both quantitative
and qualitative data, integrated the two and draws interpretations based on the combined
strengths of both sets of data to understand the research problem (Creswell, 2015, p. 2; Merriam
& Tisdell, 2016, p. 45). The quantitative aspect explored frequency and trends without fully
embracing the positivist view (Merriam & Tisdell, 2016, p. 45). The discipline orientation of the
study is educational leadership and is based on established philosophical perspectives of
phenomenology and social constructivism. The qualitative part of the research draws from
phenomenology as it emphasizes experience and interpretation. The focus is on the experience
and how experiencing something is transformed into consciousness (Merriam & Tisdell, 2016, p.
26). Social constructivism’s premise is to improve understanding of the reality of the case to be
studied. This reality only exists when it is perceived and defined (Marion & Gonzales, 2014, p.
319). The study’s foundation is based on these philosophical perspectives and the robust
leadership theories of full-range leadership, transformational, and behavioral leadership. The
study used Bolman and Deal's conceptual model as described in chapter 2 to synthesize
leadership theory and perform the analysis (Turley, 2002). These perspectives and theories
informed the study and shaped the research design, research questions, plan for data collection,
and structured analysis (Anfara & Mertz, 2015). This foundation provided a lens that focuses on
the objective of understanding the leadership perceptions of physical therapists, a specific group
of healthcare professionals (Merriam & Tisdell, 2016, p. 13).
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The problem is an inadequate understanding of perceptions of leadership orientations of
physical therapists and the lack of leadership development for clinicians within the profession.
Lacking the understanding of leadership perceptions of physical therapists impedes the process
of designing a successful leadership development program specific to the physical therapist’s
needs within the hospital setting. Although there is much discussion of the importance of
leadership development in healthcare professionals there is a paucity of researched studies on
leadership development specific to physical therapists.
This gap in knowledge provided the purpose of this study to explore current physical
therapists' perceptions of their leadership orientations as defined by Bolman and Deal.
Identifying which frames physical therapists utilize and under-utilize is critical to designing and
improving leadership development programs that support the clinical physical therapist’s
achievement of goals and aspirations.
Research questions
1. To what degree do physical therapists exhibit multi-frame leadership as defined by
Bolman and Deal?
2. To what degree do physical therapists use each of the four frames as defined by
Bolman and Deal, Structural, Human Resources, Political and Symbolic?
3. What leadership frames as defined by Bolman and Deal are utilized less by physical
therapists?
4. What is the leadership frame as defined by Bolman and Deal that physical therapists
predominately use when confronted with leadership challenges?
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The purpose of this mixed-method exploratory case study was to understand leadership
perceptions specific to a physical therapist's leadership needs when confronted with leadership
challenges of embracing change, optimizing volatility, and making decisions. This study’s
mixed-method design expanded beyond prior quantitative research that determines
characteristics and measures effectiveness (Desveaux et al., 2012; Desveaux & Verrier, 2014;
Johansson et al., 2014; McGowan & Stokes, 2017; McGowan et al., 2016). This study filled a
knowledge gap in leadership that has neglected to focus on the clinical physical therapists'
leadership needs.
An ineffective leadership development process can impact professionals and
organizations as they strive to keep pace with a rapidly transforming healthcare industry. Success
rides on leadership’s ability to influence, inspire, build a vision, set direction, and understand and
develop people within the organization (Marion & Gonzales, 2014). The study builds from
current research that largely investigates leadership competency sets specific to physician and
nursing roles. The current research was lacking the inclusion of other highly educated health
professionals in acknowledging, understanding, and resolving the leadership gap amongst health
professionals.
Research Design
The cross-sectional mixed-method design used Bolman and Deal’s Leadership
Orientation Inquiry (Self) survey to collect quantitative data to explore trends and frequency of
frames in leadership perceptions. The LOI (Self) survey is an easily administered, 10-minute
self-rating scale that lets the participants rate their leadership orientations. A copy of the Bolman
and Deal leadership orientation self-inquiry survey is located in the Appendix along with
permission from Dr. Lee Bolman to use the tool. The instrument, the Bolman and Deal
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leadership Inquiry (Self) has high reliability and has been used in numerous studies of leadership
orientations in higher education, healthcare and other organizational settings (Hacking, 2004;
Hannah, 2013; McGowan & Stokes, 2017; Turley, 2002)
The qualitative aspect of the design used a critical incident technique in a semi-structured
interview process where physical therapists were asked to describe a leadership challenge that
they have experienced. The critical incident technique developed by Flanagan is a highly flexible
practical qualitative research method that offers important advantages for studying experiences
in healthcare settings (Flanagan, 1954; Kemppainen, 2000, p. 1264). CIT is a widely used
qualitative research method that is recognized as an effective exploratory and investigative tool
(Kemppainen, 2000). It is a practical method of intensive interviewing aimed at pinpointing facts
and identifying behaviors (Kemppainen, 2000, p. 1264). The CIT helps respondents understand
key things people in a certain profession should do or not do for them to have the best chance of
achieving goals (Viergever, 2019, p. 1065). Flanagan (1954) defined an incident as any
observable human activity that is sufficiently complete in itself to permit inferences and
predication about the person acting (Flanagan, 1954, p. 335; Kemppainen, 2000 p. 1264). The
term critical refers to the fact that the behavior described in the incident plays an important or
critical role in determining an outcome (Kemppainen, 2000, p. 1264). This study design used a
series of interview questions to identify behaviors critical to physical therapists' success in
addressing leadership challenges in the hospital setting (Kemppainen, 2000, p. 1264). Critical
incident studies are used in business, industry, organizational psychology, healthcare, and other
professional groups (Kemppainen, 2000, p. 1265). This technique was used to collect and
analyze reports of behaviors in defined situations (Kemppainen, 2000, p. 1265). Critical
incidents are highly focused on providing solutions to practical problems. Observations become
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fact when a large number of independent observers offer the same descriptions of behavior
(Flanagan, 1954; Kemppainen, 2000, p. 1265). The accuracy of this technique depends on the
ability of the researcher in helping the participants provide clear concise behavioral descriptions
(Flanagan, 1954; Kemppainen, 2000, p. 1265). A consistent interview guide was maintained and
verbatim reports from participants were recorded (Kemppainen, 2000, p. 1265). For a critical
incident report to be effective and useful, three important pieces of information must be
included: (a) description and circumstances surrounding the situation that led to the incident; (b)
description of the actions or behaviors of the focal person's interactions in the incident and (c)
the behavioral outcome or results of the situation described (Kemppainen, 2000, p. 1267). The
value of the situation lies in the complete precise descriptions of the behaviors described by the
physical therapist confronting a leadership challenge (Kemppainen, 2000, p. 1267).
The qualitative aspect of the study design was emergent and flexible in achieving the goal
of constructing and understanding perceptions needed in leadership challenges specific to
physical therapists (Merriam & Tisdell, 2016, pp. 18, 24). This qualitative approach was
necessary when studying leadership perceptions that inductively build on quantitative leadership
knowledge rather than to test concepts (Merriam & Tisdell, 2016). This study was motivated by
the researcher’s experience as a physical therapist working within the case organization and her
interest in investigating leadership perceptions of physical therapists. The study extends
knowledge from prior quantitative studies that determined cause and effect and predicted or
described leadership facts, characteristics, or the relationship between events and phenomena
(Merriam & Tisdell, 2016, p. 5). The qualitative phenomenological case study methodology
supported the researcher’s focus on the understanding of leadership from the perceptions of
physical therapists within a specific organization setting and was the best approach to portraying
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how people make sense out of their lives and interpret what they experience and delineate the
process of meaning-making (Merriam & Tisdell, 2016, p. 15). The qualitative methodology
sought to uncover how physical therapists perceive their leadership with the challenges they face
in their position as physical therapists in an organization. This qualitative data allowed subtleties
to emerge about how physical therapy leaders think and how they frame their leadership within
the context of actual experiences using the Bolman and Deal model (Bolman & Deal, 2017;
Turley, 2002, p. 79). The case study design investigated the understanding of leadership specific
to the context of the selected hospital setting (Merriam & Tisdell, 2016, p. 7). The mixed-method
case design was the best approach to study this real-world setting of a hospital rehabilitation
department when the intent was not to control what was being studied (Merriam & Tisdell, 2016,
p. 7). The research was accomplished systematically to eventually inform decisions and design
performance improvement initiatives for professional development specific to clinical physical
therapists within the organization (Merriam & Tisdell, 2016, p. 3). The case study design
ultimately allowed the researcher to investigate leadership perceptions within a specific real-life
setting where it was impossible to separate the phenomenon’s variables from their context
(Merriam & Tisdell, 2016, p. 38). The researcher used this design to focus on the specific case of
physical therapists working in a hospital in the United States. The primary objective of the study
was to improve understanding with field-oriented research.
Setting
The research sample is multi-tiered because the study focuses on a specific hospital
setting, a sample of approximately 18 physical therapist participants who were invited to be
surveyed, and another small sub-sample taken from the surveyed physical therapists who
volunteered to be interviewed using the critical incident method. The critical incident technique
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(CIT) is a qualitative research tool that is frequently used in health services research to explore
what helps or hinders those providing good quality care or achieving satisfaction with care
(Viergever, 2019). The inclusion criteria for the participants were they must be a physical
therapist working within the outpatient rehabilitation department of this hospital setting.
The research was site-specific and used a single setting of a typical community hospital
outpatient rehabilitation department located in the United States. This research setting was
unique in its mix of people and contextual factors (Bloomberg & Volpe, 2016, p. 148). The
purposeful selection of this information-rich population of physical therapists was a strategy for
accessing appropriate data that fits the purpose of the study (Bloomberg & Volpe, 2016, p. 148).
The department was made up of 18 physical therapists working in four separate outpatient
rehabilitation facilities. The locations of these facilities were dispersed in the neighboring cities
and towns that the main hospital serves. The physical therapists worked at a hospital that is part
of a larger healthcare system. The researcher worked as a physical therapist within this setting
and is a colleague to the participants. The researcher had administrative responsibilities but is not
a supervisor to the participant physical therapists. Permission and access were granted by the
Clinical Director of Rehabilitation and the Hospital’s IRB.
The multi-tiered sampling was purposeful and of convenience. The multi-tier purposeful
sampling allowed the researcher to survey all outpatient physical therapists of the department
who willingly participated. Interviews were conducted with a smaller entity of this group of
physical therapists who also willingly volunteered, all within the same setting. Purposeful
sampling was necessary to discover, understand, gain insight, and learn the most from this
study’s select sample of physical therapists (Merriam & Tisdell, 2016, p. 96). The study’s sample
selection of the unit of analysis (the hospital rehabilitation department) was non-random,
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purposeful, small, and convenient (Merriam & Tisdell, 2016). This case setting was selected
because it directly reflected the purpose of the study to understand the leadership perspectives of
the physical therapists working in this specific setting. The setting was chosen because of direct
interest, the convenience of time, location, obtaining permission, and availability.
Participants
The purposeful sampling of the interview participants was selected on their willingness to
volunteer to be surveyed and interviewed. The researcher did not desire general opinions from
physical therapists in the field. A purposeful sample of participants was used to get more specific
opinions of the physical therapists in the setting from the interviews. These participants were
purposely sampled because of their special experience and competence as physical therapists
within the specific case setting (Merriam & Tisdell, 2016, p. 96). The inclusion criteria for the
interview participants was that they are licensed physical therapists working within the
department from September 2019 to March 2020. Demographic information of gender, years of
experience, and education were not investigated or documented with this small sample to
maintain the confidentiality of the participants.
Data
The researcher directly addressed the physical therapists during a staff meeting with the
information on the study and answered any concerns regarding participation. All 18 physical
therapists working in the department were invited during the presentation to participate in the
study. They were all sent the invitation and survey via email. Multiple email check back
reminders were sent every week to improve response. The informed consent information was
included in the invitation email with a link to the survey. By completing and submitting the
survey the participants acknowledged their consent. The survey had an option asking them if
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they were willing to be interviewed and provide contact information. The interviewees provided
contact information and were contacted at a time of their choosing for the phone interview.
Survey
The Leadership Orientations Inquiry Self survey was developed by Bolman and Deal to
measure the four organizational frames of leadership orientations: structural, political, human
resources, and symbolic (Bolman & Deal, 1991, pp. 509-510). It was designed to measure eight
separate dimensions of leadership, two for each frame (Bolman & Deal, 1991, p. 509-510). The
Structural frame represented analytical and adroit leadership, the Human resources represented
supportive and participative leadership and the Symbolic represented inspirational and
charismatic leadership (Bolman & Deal, 1991, p. 509-510). It contains 32 items with a 5 point
response scale (Bolman & Deal, 1991, p. 510). Its internal reliability is very high (Bolman &
Deal, 1991, p. 510). This survey has been used in prior research to investigate the leadership
perspectives of other healthcare professionals in healthcare settings (McGowan & Stokes, 2017;
Turley, 2002, p.83).
A survey questionnaire using Bolman and Deal’s standardized instrument, Leadership
Orientation Inquiry (Self) was used to gather quantitative data on the physical therapist's
perceptions of their leadership orientation was sent via REDCap. The survey was administered
via REDCap, an approved secure web application for building and managing online surveys. A
permission letter and copy of the survey tool is included in the Appendix. The Leadership
Orientation Inquiry (Self) Survey included 32 items, respondents were asked to rate their
leadership using a 5- point scale (1=never, 2=occasionally, 3=sometimes, 4=often, 5=always.
SPSS software was used to analyze the quantitative data. Cronbach alpha was used to assess
internal consistency or how closely related a set of items are as a group (Turley, 2002, p. 119).
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Cronbach alphas are a measure of scale reliability. Mean scores and standard deviations for each
of the four frames were calculated for responses to the eight questions for each frame to
determine the degree of use (Turley, 2002, p. 119). The mean scores for each of the eight
leadership dimensions were calculated to determine the highest and lowest mean score out of the
four frames (Turley, 2002 p.119). Each respondent’s mean scores for the four frames were used
to determine the proportion of respondents who consistently used each of the frames (Turley,
2002, p. 122). Consistent frame use was operationally defined as a mean frame score of ≥4, a
value indicating frame use often or always on the Leadership Orientation Inquiry (Self) (Turley,
2002, p. 122). A dummy variable of “1” was assigned if a respondent’s mean frame score was ≥
4 and “0” was assigned for mean frame scores <4, indicating that the frame was used never,
occasionally, or sometimes (Turley, 2002, p. 122). These scores were used to calculate the
proportion of physical therapists using each of the four frames (Turley, 2002, p. 122). The survey
data was not linked to the therapist. The only association was those that volunteered to be
interviewed provided contact information that was kept confidential by the researcher. The
survey method was chosen because it is an easily administered tool. The direct survey was the
first phase of data collection.
This data was then used to answer the research questions 1 – 3:
1. To what degree do physical therapists exhibit multi-frame leadership as defined by
Bolman and Deal?
2. To what degree do physical therapists use each of the four frames as defined by
Bolman and Deal, Structural, Human Resources, Political and Symbolic
3. What leadership frames as defined by Bolman and Deal are utilized less by physical
therapists?
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The fourth question was addressed in the interview:
4. What leadership frame as defined by Bolman and Deal do physical therapists
predominately use when confronted with leadership challenges?
Interviews
A subset of the original sample of physical therapists was chosen by their selecting the
option box on the survey that they volunteered to participate in the interview process of the
study. Those deciding to be interviewed provided contact information to be interviewed. A semistructured interview was used for data collection to minimize the rigidity in adhering to
predetermined questions that may limit access to participants’ perspectives (Merriam & Tisdell,
2016). The semi-structured interview facilitated a more focused exploration of their perceptions
of leadership orientations used to confront challenges in the physical therapy profession using a
consistent interview guide (Bloomberg & Volpe, 2016, p. 155). The participants were asked to
describe a challenging leadership experience in as much detail as possible, describe their roles
and the roles of others, identify what facilitated or impeded the outcome of the situation and
relate why the leadership experience was significant (Turley, 2002, p. 122).
The interview was an additional method used for data collection to explore the
underlying perceptions of leadership orientations of physical therapists when confronting
challenging leadership situations (Merriam & Tisdell, 2016). The interview was audio-recorded
with the permission of the interviewee. The audio recording was transcribed verbatim by the sole
researcher. The written transcript was given a non-descript pseudonym that was not linked to the
therapist after the interview. The written transcripts were coded using criteria developed by
Bolman and Deal. (Bolman & Deal, 1991; Turley, 2002 p. 122). For each respondent, dummy
codes were created to indicate the presence or absence of consistent frame use (Turley, 2002,
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p 123). Consistent use of a frame was determined by the presence of a least two separate framerelated actions or issues in a transcribed interview. A “1” was assigned if there were at least two
frame-related actions or issues in a narrative (Turley, 2002, p. 123). A “1” was assigned if there
were a least two frame-related actions or issues for a given frame (Turley, 2002, p. 123). A “0”
was assigned if the criteria for consistent frame use were not met (Turley, 2002, p. 123).
Percentages of respondents consistently using each of the four frames were then calculated
(Turley, 2002, p. 123).
This study’s primary focus was on understanding and meaning and therefore used the
researcher as the primary instrument of data collection and analysis; the process is inductive and
the product was richly descriptive (Merriam & Tisdell, 2016, p. 15). The human instrument had
the advantage of being responsive, adaptive, and expanded on their understanding through verbal
communication. A telephone interview was utilized with the permission of the participant and
was recorded for transcription and coding. The interviewee determined the most convenient time
and most confidential place. This method of data collection was advantageous as the process of
information was immediate with the ability to clarify, summarize material, check with
respondents for accuracy of interpretation, and explore unusual or unanticipated responses
(Merriam & Tisdell, 2016, p. 16). Member checks and debriefing concluded the data collection
of the interviews with a follow-up phone call. All data were stored on a HIPPA compliant
encrypted flash drive.
Data Analysis and Synthesis
The principal objective of the analysis was to communicate effectively to administrators
and others who were interested in this particular setting and improve the overall understanding of
physical therapists’ perceptions of leadership as defined by Bolman and Deal for this setting
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(Merriam & Tisdell, 2016, p. 16). In this mixed-method phenomenological case study,
quantitative nonparametric statistics were used along with a qualitative analysis process that was
inductive. The gathering of qualitative data builds on the quantitative data strengthening the
knowledge of leadership perceptions (Merriam & Tisdell, 2016, p. 17). The primary mode of
qualitative analysis was an inductive, constant, comparative method that is comprehensive,
holistic, expansive, and richly descriptive (Merriam & Tisdell, 2016, p. 20). The method
supported the primary concern for analysis of achieving an understanding of leadership from the
physical therapist's perspectives, not the researcher’s (Merriam & Tisdell, 2016, p. 16). An
inductive investigative strategy was used to obtain the end product of richly descriptive data
(Merriam & Tisdell, 2016, p. 37). The analysis accomplished the optimal depth of understanding
(Merriam & Tisdell, 2016, p. 16).
Ethical Considerations
This study was reviewed by two Institutional Review Boards, the hospital IRB and the
University of New England’s IRB before permission was given to proceed. The researcher
remained attentive and sensitive to all potential ethical issues and took the necessary steps to
address all issues. All safeguards were established to protect the rights of the participants and
include informed consent, protecting participants from harm, and ensuring confidentiality. The
researcher was attentive throughout the study to the researcher-participant colleague relationship.
A copy of the information sheet and informed consent form appears in Appendix B (Bloomberg
& Volpe, 2016, p. 161).
The setting was de-identified and all participants’ rights and confidentiality were
appreciated. Participation in the study was completely voluntary. There was no anticipated
unintended outcome or harm from participation in the study since the setting, survey, and
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interview data were not linked to the participant. An assigned pseudonym was used to make
referring to the data easy and completely confidential.
There was no perceived conflict of interest and no monitory gain. The researcher works
amongst the participants in an administrative and clinical capacity but was not in a supervisory
role over the participants. Every attempt was made to identify and monitor any biases from the
researcher and explain how they may shape the collection and interpretation of data.
The potential limitation of the methodology was using one specific case. When a single
case is used the external validity or generalizability of the findings is limited (Merriam & Tisdell,
2016, p. 40). Another limitation of non-probability sampling was it limited the investigator’s
ability to generalize the results of the study from the sample to other populations.
Trustworthiness
The study is believable, accurate, and plausible. Factors implemented to increase the
accuracy and credibility of the research are the researcher’s clarification of bias, the use of two
methods of data collection survey and interview, member checks, and debriefing. Negative or
discrepant findings were present (Bloomberg & Volpe, 2016, p. 163). Triangulation is evident as
the researcher used multiple sources of survey and interview and mixed-methods as part of the
methodology, including member checks where participant’s views were solicited regarding the
credibility of findings (Bloomberg & Volpe, 2016, p. 163). The research used dependable
trackable processes to collect data (Bloomberg & Volpe, 2016, p. 163). The study has some
transferability in that the context of the study offers elements of shared and relevant experiences
in a broader context amongst other healthcare professionals (Bloomberg & Volpe, 2016, p. 164).
A pilot test of the interview questions was done with a physical therapist not working in the
department to ensure the lead questions are understandable and avoid redundancy.
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CHAPTER 4: RESULTS
As introduced in Chapter 1, this study examined the problem of the lack of understanding
of the leadership orientations of physical therapists within the setting. This study explored the
perceptions of leadership orientations of clinical physical therapists working in a hospital
outpatient rehabilitation department in the United States. The study examined the self-perceived
leadership orientations of physical therapists and identified which orientations are central to their
position when challenged with leadership situations such as effecting change, setting directions,
and inspiring people towards goals (Kotter, 2012; McKimm & Swanwick, 2011). The purpose of
the study was to explore leadership perceptions to inform leadership development approaches for
physical therapists. The quantitative data analysis summarizes the data and provides
generalizations with statistical tests that have been used in prior studies (McGowan et al., 2016;
Roberts, 2010, p. 145; Turley, 2002). The chapter is organized by an overview of the
methodology, research questions, and a summary of key findings.
This cross-sectional mixed-method approach gathered both quantitative and qualitative
data and integrated the two. The researcher then drew interpretations based on the combined
strengths of both sets of data to document findings and answer the research questions. This study
employed methodical inquiry, discipline, and transparency throughout the research process (Yin,
2018, p. xxi). The researcher had no control over the LOI (Self) survey responses nor the
behavioral experiences reported by the physical therapists (Yin, 2018, p. 2). The researcher used
quantitative data from the Bolman and Deal Leadership Orientations Inquiry (Self) survey to
explore frequency and trends and answer the research questions. The qualitative interview data
drew from phenomenology as it emphasized the physical therapist’s experiences and
interpretation of leadership challenges to answer the research questions. The research was site-
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specific and used a single setting of a typical community hospital outpatient rehabilitation
department located in the United States. The department was made up of 18 physical therapists
working in four separate outpatient rehabilitation facilities. The study’s sample selection of the
unit of analysis (the hospital rehabilitation department) was non-random, purposeful, small, and
convenient (Merriam, 2014, p. 18). The multi-tier purposeful sampling allowed the researcher to
survey 17/18 physical therapists who voluntarily submitted the Bolman and Deal Leadership
Orientations Inquiry (Self) survey and then interview 12 physical therapists of this group who
agreed to be interviewed. A purposeful sample of physical therapists working in this setting was
used to generate leadership perceptions of the clinical physical therapist. The inclusion criteria
were that the participants must be a physical therapist working within the outpatient
rehabilitation department of this hospital setting from September 2019 to March 2020.
The research questions answered were
1.

To what degree do physical therapists exhibit multi-frame leadership as
defined by Bolman and Deal?

2.

To what degree do physical therapists use each of the four frames as defined
by Bolman and Deal, Structural, Human Resources, Political and Symbolic

3.

What leadership frames as defined by Bolman and Deal are utilized less by
physical therapists?

4.

What leadership frame as defined by Bolman and Deal do physical therapists
predominately use when confronted with leadership challenges?

The quantitative analysis employed the data generated from the LOI (Self) survey
responses to conduct a descriptive analysis reporting measures of central tendency and variation
(Creswell, 2015, p. 173). A nonparametric inferential analysis was conducted to test the
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hypothesis and examine confidence intervals (Creswell, 2015, p. 173). The results are reported in
this chapter using tables, figures, and summary discussions of how the data was used to answer
the research questions (Creswell, 2015, p. 173).
The Leadership Orientations Inquiry (Self) survey was developed by Bolman and Deal to
measure the four organizational frames of leadership orientations: Structural, Political, Human
Resources, and Symbolic and was discussed in Chapter 3 (Bolman & Deal, 1991, p. 509-510).
This survey has been used in prior research to investigate the leadership perspectives of other
healthcare professionals in healthcare settings (McGowan et al., 2016; Turley, 2002, p. 83). Data
collected from the Bolman and Deal’s Leadership Orientation Inquiry (Self) survey was used to
study the physical therapists' perceptions of their leadership orientations. The quantitative data
was used to explore usage trends and frequency of the leadership frames to answer the research
questions. The statistical tests and analysis followed prior studies' exploration of similar
questions with the intent to further build on their foundation (McGowan et al., 2016; Turley,
2002).
The qualitative data analysis focused on discovery, insight, and understanding from the
perspectives of the physical therapists being studied and offered the greatest promise of
answering research question 4 (Merriam & Tisdell, 2016, p. 1). The qualitative data analysis
process was recursive and dynamic (Merriam & Tisdell, 2016, p. 195). This process of making
sense of the data, data analysis was used to answer research question 4 (Merriam & Tisdell,
2016, p. 202). The qualitative data was collected using a semi-structured interview. The semistructured interview guide used a critical incident method. This facilitated a focused exploration
of the physical therapists’ perceptions of their leadership orientations used to confront leadership
challenges in physical therapy (Appendix E), (Bloomberg & Volpe, 2016, p. 155). The physical
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therapists were asked to describe a challenging leadership experience in as much detail as
possible, describe their roles and the roles of others, identify what facilitated or impeded the
outcome of the situation and relate why the leadership experience was significant (Turley, 2002,
p. 122). The qualitative methodology sought to uncover how physical therapists perceived their
leadership in challenging leadership situations that they faced in their position. Coding the
qualitative data allowed themes to emerge of how physical therapists think and how they frame
their leadership within the context of actual experiences using the Bolman and Deal model
(Bolman & Deal, 1991; Turley, 2002, p. 79). Member checks and debriefing concluded the data
collection. The researcher was the primary instrument of data collection and analysis; the process
was inductive and the product was richly descriptive (Merriam & Tisdell, 2016, p. 15). The
qualitative and quantitative approaches in this study complemented each other by providing
results with greater breadth and depth (Roberts, 2010, p. 145). The mixed-method quantitative
and qualitative analysis added power and richness to the explanation of data (Roberts, 2010, p.
145).
Response Rate
Out of the 18 physical therapists that were invited, 17 (94%) participated in the survey.
From this group of 17 physical therapists, 12 (70%) participated in both the interview and
survey.
Quantitative Data Analysis
The Statistical Package for Social Science SPSS Version 26 was used for quantitative
data entry and analysis. The design of the survey within REDCap did not allow for duplicate
answers or skipping of questions. There were no missing data. Data were rechecked upon
entering them into SPSS from REDCap. Descriptive comparative non-parametric statistics were
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used to analyze LOI (Self) data and answer the research questions of the study. Demographic
information of gender, years of experience, education were not documented with this small
sample to maintain the confidentiality of the participants. Demographic information was not
solicited to avoid any compromise of the anonymity of the setting or infringement on
participants’ rights and confidentiality.
Internal Consistency Reliability
Reliability coefficients should be positive and as large as possible (00 and +1.00)
(Salkind, 2008, p. 111). Good internal consistency and reliability are present for Section 1 with
questions 1-32 on the Bolman and Deal Leadership Orientations Inquiry (Self). The questions
were internally consistent with one another in representing one construct of interest (Cronbach’s
a=.841) (Salkind, 2008, p. 105). There is good internal consistency reliability for each frame in
Section 1. Each Frame is made up of specific questions. The Structure Frame is made up of
questions (1, 5, 9, 13, 17, 21, 25, and 29), (Cronbach’s a= .779). The Human Resources Frame is
made up of questions (2, 6, 10, 14, 18, 22, 26, and 30), (Cronbach’s a=.652). The Political
Frame is made up of questions (3, 7, 11, 15, 19, 23, 27, and 31), (Cronbach’s a= .835). The
Symbolic Frame is made up of questions (4, 8, 12, 16, 20, 24, 28, and 32), (Cronbach’s a= .836).
All frames indicated good internal consistency and reliability for each frame and the entire
Section 1. The Cronbach Alpha test for internal consistency reliability was run on each frame in
Section 2. Good internal consistency for the Structure and Symbolic Frames was determined but
not as good for Human Resources and Political Frames. This could be related to the small
number of questions (6) in each frame. The Symbolic Frame is made up of questions (1d, 2d, 3d,
4d, 5d, 6d), (Cronbach’s a=.763). The Structure Frame made up of questions (1a, 2a, 3a, 4a, 5a,
6a), (Cronbach’s a= .689). The Political Frame is made up of questions (1c, 2c, 3c, 4c, 5c, 6c),
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(Cronbach’s a= .429). The Human Resources Frame made up of questions (1b, 2b, 3b, 4b, 5b,
6b,), (Cronbach’s a=.371). The Human Resources Frame was the least internally consistent in
Section 2.
Comparison of Participant Groups
The Mann Whitney U test is a non-parametric test using ordinal and continuous data and
is a test of differences between two groups. The Mann-Whitney U test was used to compare the
two groups of participants in the study those that answered the survey and interview (12) and
those that did just the survey (5). The Mann Whitney U test revealed no differences in the mean
rank scores on the LOI (Self) instrument for Structure, Human Resources, and Political Frames
in Section 1. There was a difference between these groups in the Symbolic Frame. The Mann
Whitney U test revealed no difference in the mean scores on the LOI (Self) instrument for all of
the frames in section 2. The interpretation is that both groups for the majority of the frames for
both sections answered similarly. In Section 1, all frames except Symbolic were greater than
p=.05; Structure (Mann-Whitney U = n1=12 n2=5 p= .072), Human Resources (Mann-Whitney U
= n1=12 n2=5 p=.595, Political (Mann-Whitney U = n1=12 n2=5 p=.957), Symbolic (MannWhitney U = n1=12 n2=5 p=.034). The Mann-Whitney U test for Section 2 revealed the same
with Structure (Mann-Whitney U = n1=12 n2=5 p=.852), Human Resources (Mann-Whitney U =
n1=12 n2=5 p=.337), Political (Mann-Whitney U = n1=12 n2=5 p=.592) and Symbolic (MannWhitney U = n1=12 n2=5 p=.781)
Comparison of Section Three
A comparison of responses in Section 3 to overall effectiveness as a manager and overall
effectiveness as a leader indicated that these two questions were answered the same way
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(Wilcoxon Signed Rank Test, p=.796). The Spearman Rank Correlation also supported the same
information (Spearman Rank Correlation r (15) =.298, p=.246) degrees of freedom is N-2=15.
Physical Therapists Exhibit Multi-frame Leadership
Research question 1, the analysis of the quantitative data from the LOI (Self) Section 1,
was used to determine that the degree to which physical therapists used multi-frame leadership
was 29% of the time. The analysis was modeled after prior research, as each participant’s mean
scores for the four frames were used to determine the proportion of participants who consistently
used each frame (Turley, 2002). Consistent frame use was operationally defined as a mean frame
score ≥ 4 (Turley, 2002). A value indicating frame use of often or always on the LOI (Self). A
dummy variable of “1” was assigned if the participant’s mean frame score was ≥ 4. A “0” was
assigned if the participant’s a means score was <4 indicating no consistent frame use, the frame
was used never, occasionally, or sometimes. Multi-frame use was defined by the consistent use
of three or more frames. The proportion of physical therapists consistently using each of the four
frames was then calculated to determine the degree physical therapists exhibited multi-frame
leadership (Turley, 2002). The data collected from Section 1 indicated that physical therapists
used multi-frame leadership, three or more frames, 29% of the time in their responses to the
survey. The data also revealed that physical therapists did not use any frame, zero frame use,
only 12% of the time in response to the survey. The data expressed that physical therapists used
at least one frame 35% of the time and used at least two frames 24% of the time in their
responses to the survey. Most importantly the data uncovered that physical therapists used multiframes, at least three frames, 29% of the time in the survey responses. The data showed another
critical point that these physical therapists 0% of the time used all four frames in their responses
to the survey. The results are summarized (Figure 1)
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% of Respondents Using Multiple Frames ≥3
0%

12%

29%

35%

24%

0

1

2

3

4

Figure 1. Percent of Respondents Using Multiple Frames

Frame Use
Research question 2, the degree that physical therapists used the individual four frames of
leadership as defined by Bolman and Deal, in their response to the LOI (Self), Structure, Human
Resources, Political and Symbolic Frames are summarized using the same data (Table 1). The
data analysis was modeled after prior research (Turley, 2002). Frame use of Section 1 was
measured from the responses to questions 1-32 representing the 4 leadership frames identified by
Bolman and Deal: Structural, Human Resources, Political, and Symbolic. Frame use was
measured by analyzing the responses to the questions corresponding to each frame. For example
the Structure Frame corresponded to questions (1,5,9,13,17,21,25,29), the HR Frame
corresponded to questions (2,6,10,14,18,22,26,30), the Political Frame corresponded to questions
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(3,7,11,15,19,23,27,31) and the Symbolic Frame corresponded to questions
(4,8,12,16,20,24,28,32). In Section 2 the Structure Frame corresponded to 1a,2,a,3a,4a,5a,6a,
The Human Resources Frame corresponded to 1b,2b,3b,4b,5b,6b, The Political Frame
corresponded to 1c,2c,3c,4c,5c,6c, and the Symbolic Frame corresponded to 1d,2d,3d,4d,5d,6d.
To determine the degree of frame use, a mean score was calculated for each of the responses to
the questions for each frame. The mean score, standard deviation, and range for each of the four
frames are summarized for Section 1 and Section 2 (Table 1). Based on the data collected from
LOI (Self) Section 1 Leadership Behaviors (questions 1-32) the physical therapists used the
Human Resource and Structural Frame greater than Political and Symbolic frames. The Human
Resource mean= 4.3, Structural mean=3.89, Political mean=3.54, and Symbolic mean=3.52.
Based on the data collected from LOI (Self) Section 2 Leadership Style (questions 1a-6d)
the physical therapists used primarily the Human Resources Frame with a mean = 3.37, Secondly
the Structure Frame mean= 2.77, Third the Symbolic mean =2.13 and Fourth the Political mean
=1.71. The results are summarized (Table 1 and 2).
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Table 1. LOL (Self) Section 3 Percentage of Overall Effectiveness as Manager and Overall
Effectiveness as Leader
Frame

Question

Mean

SD

Range

Structure

1,5,9,13,17,21,25,29

3.889

.54286

2(3-5)

1

Think Clearly and

4.18

.529

2(3-5)

1.147

4(1-5)

.857

3(2-5)

3.35

.996

4(1-5)

4.24

.664

2(3-5)

3.53

1.068

4(1-5)

3.76

.752

3(2-5)

4.18

.728

2(3-5)

Logically
5

Emphasize careful planning 3.76
and timelines

9

Logical analysis and careful 4.12
thinking

13

Implement clear logical
policies and procedures

17

Approach problems with
facts and logic

21

Set specific measurable
goals and hold people
accountable

25

Extraordinary attention to
detail

29

Clear structure and chain of
command
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Table 1. (Continued)
Fame
HR

Questions
2,6,10,14,18,22,26,30

Mean

S.D

Range

4.3015

.31579 1(3.88-4.88)

2

Show Support and concern for others

4.53

.514

1(4-5)

6

Build trust through open and collaborative

4.47

.514

1(4-5)

4.59

.507

1(4-5)

4.0

.5

2(3-5)

relationships
10

Show sensitivity and concern for others
needs and feelings

14

Foster participation and involvement in
decisions

18

Helpful and Responsive to others

4.59

.507

1(4-5)

22

Listen

4.24

.562

2(3-5)

Receptive to other ideas and input
26

Give recognition for work well done

4.24

.562

2(3-5)

30

Highly participative manager

4.59

.507

1(4-5)
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Table 1. (Continued)
Frame

Question

Mean

SD

Range

Political

3,7,11,15,19,23,27,31

3.5441

.54116 2.5(4.25)

3

Mobilize people and resources

3.59

.795

3(2-5)

7

A skillful and shrewd negotiator

3.24

.970

4(1-5)

11

Unusually persuasive and influential

3.41

.870

3(2-5)

15

Deal adroitly with organizational conflict

3.41

.795

3(2-5)

19

Effective in getting support from people with

3.29

.772

3(2-5)

influence and power
23

Politically sensitive and skillful

3.82

.809

3(2-5)

27

Develop alliances to build a strong base of

3.71

.686

3(2-5)

3.88

.6

3(2-5)

support
31

Succeed in the face of conflict
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Table 1. (Continued)
Frame

Question

Mean

SD

Range

Symbolic

4,8,12,16,20,24,28,32

3.52

.547

2.25(2.504.75)

4

Inspire others to do their best

4.0

.612

2(3-5)

8

Highly charismatic

3.53

.943

3(2-5)

12

Able to be an inspiration to others

3.65

.796

3(2-5)

16

Highly imaginative and creative

3.12

.928

4(1-5)

20

Communicate a strong challenging sense of

3.29

.920

4(1-5)

vision and mission
24

Generate exciting new opportunities

3.0

.771

3(1-4)

28

Generate loyalty and enthusiasm

4.06

.659

2(3-5)

32

Serve as a model of organizational aspirations

3.59

.712

3(2-5)

and values

65

Table 2. LOI (Self) Section 2: Means, Standard Deviations and Ranges for the Four Frames
Frame

Questions

Mean

SD

Range

Structure

1a,2a,3a,4a,5a,6a

2.77

.637

2.33(1.333.67)

1a

Analytical Skills

2.82

.951

3(1-4)

2a

Technical Expert

2.41

1.228

3(1-4)

3a

Make Good Decisions

3.12

1.111

3(1-4)

4a

Attention to Detail

2.24

1.191

3(1-4)

5a

Clear Logical Thinking

3.18

.883

3(1-4)

6a

An Analyst

2.88

.781

2(2-4)

Frame

Question

Mean

SD

Range

HR

1b,2b,3b,4b,5b,6b

3.3725

1.66

1.17(1.172.33)

1b

Interpersonal Skills

3.29

.849

2(2-4)

2b

Good Listener

3.47

.800

3(1-4)

3b

Coach and Develop People

2.82

.883

3(1-4)

4b

Concern for People

3.53

.717

2(2-4)

5b

Caring and Support for others

3.47

.624

2(2-4)

6b

A humanist

3.65

.606

2(2-4)
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Table 2. (Continued)
Frame

Question

Mean

SD

Range

Political

1c,2c,3c,4c,5c,6c

1.7157

.440

1.17(1.172.33

1c

Political Skills

1.35

.702

2(1-3)

2c

Skilled Negotiator

1.88

1.11

1(1-4)

3c

Build Strong alliances and a

1.53

.874

3(1-4)

2.41

.870

3(1-4

power base
4c

Ability to succeed in the face of
conflict and opposition

5c

Toughness and aggressiveness

1.71

.920

3(1-4)

6c

A politician

1.41

.618

2(1-3)

Frame

Question

Mean

SD

Range

Symbolic

1d,2d,3d,4d,5d,6d

2.1372

.613

2.0 (1.333.33)

1d

Ability to motivate

2.53

1.007

3(1-4)

2d

Inspirational leader

2.24

.664

2(1-3)

3d

Energize and inspire others

2.53

1.007

3(1-4)

4d

Charisma

1.82

1.074

3(1-4)

5d

Imagination and creativity

1.65

.606

2(13)

6d

A visionary

2.06

.966

3(1-4)
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Consistent Use of Frame
The degree to which the physical therapists consistently used each of the four frames:
Structural, Human Resources, Political, and Symbolic was calculated. Each participant’s mean
score for the four frames was used to determine the proportion of participants who consistently
used each of the frames. Consistent frame use was operationally defined as mean frame score ≥
4, a value indicating frame use often or always on the LOI (Self). A variable of “0” was assigned
if a participant's mean frame score was < 4 indicating that the frame was used never,
occasionally or sometimes (Turley, 2002) and “1” was assigned for a mean score of ≥4. The
proportion of case participant physical therapists consistently using each of the four frames was
then calculated. Physical therapists used the Human Resource Frame 88% of the time, followed
by Structure Frame 47% of the time, Political and Symbolic were both consistently used 17.6%
of the time. These findings are summarized (Table 3). Section 2 indicated that Human Resources
Frame was the leadership frame consistently used 5% of the time, compared to the others at 0%
of the time consistently used in Section 2. These findings are also illustrated in the graphic
(Figure 2).
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Table 3. LOI (Self) Section 1 & 2: Percentage of Physical Therapists Demonstrating Consistent
Use of Each Frame
Section 1 Leadership

Consistent Use

% Consistent Use

Human Resources

15/17

88%

Structure

8//17

47.1%

Political

3/17

17.6%

3/17

17.6%

Consistent Use

% Consistent Use

Human Resources

1/17

5%

Structure

0/17

0%

Political

0/17

0%

0/17

0%

Frame

Symbolic
Section 2 Leadership
Frame

Symbolic

69

% of Respondents with Consistent Frame Usage
100%
90%

% of Respondants

80%
70%
60%
50%
40%
30%
20%
10%
0%
Structural

HR

Political

Symbolic

Frame

Figure 2. Percentage of Respondents with Consistent Frame Usage

Least Frame Use
The same calculations were used to determine the leadership frames as defined by
Bolman and Deal that were utilized the least by the physical therapists. Symbolic Frame use
17.6% of the time and Political Frame use 17.6% of the time were determined to be the
leadership frames used the least by the physical therapists.
Predominant Frames Use
The same calculations determined the leadership frame as defined by Bolman and Deal
that physical therapists predominantly used in both Sections 1 and 2 of the LOI (Self) was
Human Resources (88%) of the time in Section 1, (5%) of the time in Section 2.
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Comparison of Section 3 Responses
The responses to Section 3 LOI (Self) were used to contribute to the understanding of
physical therapist leadership orientations and not to answer a specific research question. A
Wilcoxon Signed Rank Test was done to compare the physical therapists' responses to the two
questions in Section 3 of LOI (Self) and to figure out if these two questions were answered the
same way. The interpretation is that these two questions were answered in the same way
(Wilcoxon Signed Rank Test, p=.796), p is greater than p=.05 so accepted the null that there are
no differences between the Mean Ranks of these two groups. Statistically, there is no difference
between the Mean Ranks of both questions. The physical therapists who think they are a good
leader also think they are a good manager and vice versa. If they don’t think they are effective as
a leader then they did not think they are effective as a manager. Spearman Rank Correlation was
used to examine the association between the two responses to Section 3 questions, overall
effectiveness as a manager, and overall effectiveness as a leader. There is a small + correlation if
any between the two questions with no statistical significance (Spearman Rank Correlation r (15)
=.298, p=.246) degrees of freedom is N-2=15. The test corroborates the Wilcoxon that there is no
difference between the two means. Both questions support the same information.
Qualitative Analysis
The qualitative data analysis began by identifying meaningful segments in the transcribed
data that were responsive to the research questions. The goal of the data analysis was to make
sense out of the data by consolidating, reducing, and interpreting what the participants said
(Merriam & Tisdell, 2016, p. 202). This qualitative data analysis was a complex process that
involved moving back and forth between concrete bits of data and abstract concepts, going
between inductive and deductive reasoning, and working between description and interpretations
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(Merriam & Tisdell, 2016, p. 202). The data was coded using criteria developed by Bolman and
Deal and that was used in prior studies (Bolman and Deal, 1991; Turley, 2002). The study used
the standard categories developed by Bolman and Deal and used by other researchers (Turley,
2002). Initially, the meaningful segments were identified as themes determined by the researcher
that potentially would help answer the research question. The meaningful segments from the
transcriptions were indicators of leadership issues and actions. Improved understandings and
many insights emerged throughout the coding that constituted the findings of the study (Merriam
& Tisdell, 2016, p. 202). These findings were themes that cut across the data and were used to
explain the data (Merriam & Tisdell, 2016, p. 202). A table was developed that summarized
these themes and how these themes fit with Bolman and Deal's themes. These themes were then
categorized into four frames as described by Bolman and Deal. They were then coded by
highlighter color as to how they related to each of the four frames, yellow=structure,
pink=human resources, blue=political, and green=symbolic (Turley, 2002). Table 4 was used to
summarize the meaningful segments, researcher’s themes, Bolman and Deal’s Theme, and
Leadership Frame of the experience (Table 4). The researcher then indicated for each transcribed
interview whether each of the four frames was present or absent using the values, “0”=absence of
frame use, and “1”=presence of frame use. The frame was considered to be present if there were
two separate frame related actions or issues referred to in a narrative (Turley, 2002). Percentages
of respondents consistently using each of the four frames were then calculated to answer the
research questions. (Turley, 2002, p. 123).
These four leadership frames were depicted as: The Structural Frame which emphasizes
goals, and efficiency. It posits that effective organizations define clear goals, differentiate people
into specific roles, and coordinate diverse activities through policies, rules, and chains of

72
command. Structural leaders value analysis and data, keep their eye on the bottom line, set clear
directions, hold people accountable for results and try to solve organizational problems with new
policies and rules through restructuring (Bolman and Deal, 1991, p. 511). The Human Resources
Frame which focuses attention on human needs and assumes organizations that meet basic
human needs will work better, value relationships and feelings. These leaders seek to learn
through facilitation and empowerment and they define problems in individual or interpersonal
terms and look for ways to adjust the organization to fit people or to adjust the people to fit the
organization (through training and workshops) (Bolman and Deal, 1991, p. 511). The Political
Frame views organizations as arenas of continuing conflict and competition among different
interests for scarce resources. Political leadership advocates and negotiators who value realism
and pragmatism. They spend much of their time networking, creating coalitions, building a
power base, and negotiating compromise (Bolman and Deal, 1991, p 512). The Symbolic Frame
which sees a chaotic world in which meaning and predictability are social creations and facts are
interpretative rather than objective. Organizations develop cultural symbols that shape human
behavior unobtrusively and provide a shared sense of mission and identity. Symbolic leaders
instill a sense of enthusiasm and commitment through charism and drama. They pay diligent
attention to the myth, ritual, ceremony, stories, and other symbolic forms (Bolman and Deal,
1991, p. 512)
Using the meaningful segments from the transcribed interviews the researcher identified
common themes in the actions and issues experienced by physical therapists (Turley, 2002).
These emerging themes were identified in the interviews, listed, and then categorized. The
qualitative analysis was modeled after a prior study (Turley, 2002). The qualitative data analysis
relays a story of challenging experiences from the viewpoint of the physical therapists that

73
provides rich descriptive detail of the frames used when elaborating on a leadership situation
(Roberts, 2010, p. 145).
Table 4. Leadership Experience Categorized by Frame
Interview

Leadership
Experience

Theme

Bolman Deal
Theme

Frame

1

Involves staffing
problem, limited
options, disgruntled
staff members

Supervisor vs staff,
Limited resources staff,
and pay, Efficiency of
dept

Efficiency,
Accountability,
Organizational
problem

Structure

2

Leading by
Standard-bearer
example, setting the
standards for
confronting
disgruntled or late
patients or filling
cancelations spots

Emphasizes goals,
and efficiency.

Structure

N=12

Sets Goals and
direction

3

Reaching out to
physicians to
further develop,
pretty much create
a program and
diversify diagnoses

Promote Program, Gain Networking,
Referrals, Networking
creating coalitions,
building a power
base

Political

4

Developing others,
the example of
training the aide
and giving the
feedback and
developing
relationship

Developing others,
Feedback

Human
Resources

Value relationship
and feelings

74
Table 4. (Continued)
Interview Leadership
Experience
5
PTs drive the day,
Establish all parts of
clinical experience,
from instructing,
aides directing
treatment, managing
schedules

Theme

Bolman Deal Theme

Efficient, Direct
treatment

Differentiate people into
Structure
specific roles and coordinate
diverse activities through
policies, rules, and chain of
command

6

Stepping up to take
the lead in a
teamwork meeting
after leader steps
down

Set direction,
Standard bearer

Differentiate people into
Structure
specific roles and coordinate
diverse activities through
policies, rules, and chain of
command. set clear
directions, hold people
accountable for results and
try to solve organizational
problems with new policies
and rules through
restructuring

7

Required to show
leadership in
steering patients in
the right direction
on frequency,
duration and
problem solving
without
overextending
ourselves and
compromising care

Decision making Emphasizes goals, and
efficiency
Set direction
Keep their eye on the
bottom line, set clear
directions

Structure

8

Ownership of going
above and beyond
for someone else’s
patient who was in
distress

Standard bearer

Structure

Hold people accountable for
results and try to solve
organizational problems
with new policies and rules
through restructuring

Frame
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Table 4. (Continued)
Interview Leadership
Experience
9
Initiating a plan
to connect
collaborate with
a special rehab
center through
networking but
the plan was
shut down by
management

Theme

Bolman Deal Theme

Frame

Networking

Arenas of continuing conflict Political
and competition among
different interests for scarce
resources, Networking

10

Hiring people
Developing others
for an aide
position, Find
out what they
want to do, find
out why they
want from the
job and tailor the
job around them

They define problems in
individual or interpersonal
terms and look for ways to
adjust the organization to fit
people or to adjust the
people to fit the organization

Human
Resources

11

After taking a
course,
Describes the
experience of
being the
initiator to
review and
practice
techniques with
a less
experienced
colleague

Developing others

They seek to learn through
facilitation and
empowerment,

Human
Resources

12

Leading patients
directing
treatment
through
explanation of
treatment

Directing
treatment

Setting goals and direction

Structure
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Emerging Themes
The physical therapists described predominately Structure Frame leadership situations
58% of the time and Human Resources leadership situations 25% of the time. The leadership
experiences that were encountered the least were from the Symbolic 0% of the time and Political
Frame 16% of the time (Tables 4 & 5) (Figure 3). No leadership experience was described from
the Symbolic Frame. The data generated from themes emerging from the actions and issues
employed in these leadership experiences were predominant of the Structure and Human
Resources Frame. The physical therapists consistently and predominantly described issues and
actions of the Structure and Human Resource Frame. Both frames were used consistently 100%
of the time when recounting issues and actions in the leadership experience interviews. Both
Political and Symbolic issues and actions were the least described at 41.6% of the time in the
interviews (Tables 6 and 7).

Percent of Leadership Experience Categorized
by Frame
70%

% of Respondants

60%
50%
40%
30%
20%
10%
0%
Structural

HR

Political

Symbolic

Frame

Figure 3. Percent of Leadership Experience Categorized by Frame
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The answer to research question 4 was determined from data collected from the critical
incident method interviews. The qualitative data of the physical therapists describing their
leadership experiences in the case setting was coded and categorized as described earlier. A
semi-structured interview protocol of six open-ended questions was used (Appendix E). The
response rate was 70% with 12 of the 17 physical therapists voluntarily completing the interview
using pseudo-names. The interviews average 20 minutes with a broad range of leadership
experiences described by the physical therapists. The qualitative interview data from each
physical therapist was coded first for themes identified by the researcher, then Bolman and Deal
themes, and then categorized by the leadership frame as developed by Bolman and Deal and
described previously. Along with coding the interview data from the experience, the experience
itself was coded, and emergent themes of leadership experiences were categorized. The specific
leadership experiences are presented (Table 4), (Figure 3). Meaningful selections from the
narratives were used to illustrate the use of the four leadership frames in these leadership
experiences. The majority (58%) of the time the issues and actions from the leadership
experience were from the Structural Frame, followed by (41.6%) of the time the issues and
actions from the leadership experiences were from the Human Resources Frame and (8%) of the
time the issues and actions were from the Political Frame. There were no predominate frame use
from the leadership experiences (0%) from the Symbolic Frame. The qualitative data from the
interview shows that the Structural Frame was the more predominately used frame over Human
Resources by a small percentage (Table 9).
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Table 5. Summary Use of Frame and % Use of Frame of The Specific Leadership Experience
Leadership Experience

USE of Frame
Category

% Frame Category

Structure

7/12

58%

Human Resources

3/12

25%

Political

2/12

16%

Symbolic

0/12

0%

The qualitative data showed that the physical therapists (0%) of the time used no frame or
a single frame when describing issues and actions of the leadership experience. It revealed that
physical therapists used at least 2 frames 42% of the time when describing issues and actions of
the leadership experience. Most importantly physical therapists used 3 frames 25% of the time
and used 4 frames 33% of the time when describing issues and actions of their leadership
experience. The data indicated that physical therapists 58% of the time described multi-frame
use ( ≥ 3 frames) when recounting issues and actions of their leadership experience. These results
are summarized (Table 6 and 7), (Figure 4).
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Table 6. Summary of Consistent and Multiple Frame Use
Interview

Structure

CU

H
R

CU

Political

CU

Symbolic CU

MU # MU

1

5

1

18

1

10

1

2

1

1

4

2

7

1

4

1

3

1

1

0

1

3

3

12

1

8

1

12

1

4

1

1

4

4

6

1

18

1

0

0

0

0

0

2

5

13

1

7

1

0

0

0

0

0

2

6

10

1

4

1

3

1

4

1

1

4

7

14

1

8

1

1

0

0

0

0

2

8

13

1

8

1

1

0

0

0

0

2

9

18

1

2

1

6

1

4

1

1

4

10

4

1

9

1

0

0

0

0

0

2

11

8

1

11

1

0

0

2

1

1

3

12

3

1

7

1

5

1

1

0

1

3

N=12

Consistent Use=CU ≥2 coded as “1”, CU < 2 coded as “0”, Multiple frame use >=3 coded
variable “1”, No Multiple frame use <3 and coded variable “0”
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% of Respondents Using Multiple Frames
0%

33%
42%

25%
0

1

2

3

4

Figure 4. Percent of Respondents Using Multiple Frames in Leadership

The physical therapists described a broad range of 12 different leadership experiences
representing all frames except Symbolic with the majority described from the Structure Frame
58% of the time. The data also determined that physical therapists used predominately the
Structural Frame 58% if the time and Human Resources Frames 41.6% of the time and used
these frames consistently 100% of the time in describing issues and actions of their leadership
experiences. Political and Symbolic Frames were used consistently to a lesser extent at 41.6% of
the time equally consistent (Figure 5). Leadership experience themes specific to physical
therapists in the Structural Frame were those about the efficiency of the department, standardbearer, and directing treatment. Leadership experience themes in the Human Resources Frame
specific to the physical therapist were those about developing others and giving feedback.
Leadership Experience themes in the Political Frame specific to physical therapists were those
about networking and promoting. The predominant themes of the leadership experiences were
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challenges in the Structure Frame on issues and actions of standard-bearer and directing
treatment. These leadership experiences were summarized (Table 5). The research discovered
leadership themes from actions, issues, and frame uses specific to the physical therapist’s
leadership orientations that stood out in the interviews. Meaningful selections from the
transcribed interviews were identified by a subsequent analysis of the entire data set of
interviews illustrating the leadership actions, issues, and use of the four leadership frames
(Turley, 2002). Meaningful leadership themes specific to physical therapist issues and actions
that were categorized in the Structure Frame were; directing treatment, efficiency, bottom line,
standard-bearer, decision making, and chain of command. The complete data set of leadership
actions and issues were summarized (Tables 8, 9, 10). A few of the meaningful selections from
the interviews are discussed to illuminate physical therapist leadership orientation themes and
frame use relayed from their interview on leadership experience.
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% of Respondents with Consistent Frame Usage in
Leadership Experience
70%

% of Respondants

60%
50%
40%
30%
20%
10%
0%
Structural

HR

Political

Symbolic

Frame

Figure 5. Percent of Respondents with Consistent Frame Usage in Leadership Experience

Table 7. Summary of Multi-Frame Use from Interview Data
# of Frames used

# of frames used N= 12

Respondents Using Multiple
Frames

0

0/12

0 % no frame use

1

0/12

0 % 0 single frame use

2

5/12

41.6 % used 2 frames

3

3/12

25 % used 3 frames

4

4/12

33 % used 4 frames
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Table 8. Percent Consistent Frame Use as Determined by Interviews
Frame

Consistent Frame Use

Percent Frame
Use

Structure

12/12

100%

Human Resources

12/12

100%

Political

5/12

41.6%

Symbolic

5/`12

41.6%

Table 9. Frame Use and Predominate Frame by Interview
Interview Structural

HR

Political

Symbolic Predominate
Frame

Frame
1

5

18

10

2

HR 1

2

7

4

3

1

STR 1

3

12

8

12

4

STR 2 & POL 1

4

6

18

0

0

HR 2

5

13

7

0

0

STR 3

6

10

4

3

4

STR 4

7

14

8

1

0

STR 5

8

13

8

1

0

STR 6

9

18

2

6

4

STR 7

10

4

9

0

0

HR 3

11

8

11

0

2

HR 4

12

3

7

5

1

HR 5
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Table 10. Percent Leadership Experience Described
Frame described in
Leadership Experience

Frame described

Percent Frame described

Structure

7/12

58.3 %

Human Resources

5/12

41.6%

Political

1/12

8% *

Symbolic

0/12

0%

In interview 2 there was a tie between Structure and Political use so both were included in the
frequency of leadership experience.

Emerging Leadership themes from the issues and actions at the forefront of the Structure
Frame were standard-bearer, setting direction, directing treatment, decision making, the chain of
command, and bottom line.
Structure
Standard-bearer
“If I can still effectively see them without taking away from someone else’s care, I would
do that”
“What I have seen by doing is that others in the department are doing this as well”
“There was no acknowledgment or follow-up as to what is happening. That is something
that irks me. I know people are busy and have tons of patients to see but it doesn’t help
the continuity of care and you are dropping the ball.”
“being the person to say can you meet up this week to practice or hey do you have any
free time in your schedule to practice or being the person to be the reminder to say can
we do this and as we are doing this being the more experienced therapist of the two.”
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“I am here working nights working Saturdays and hopefully that rubs off on people.
Selfless for the organization thing to a certain extent.”
Setting Direction
“I stepped up to take the lead role in a teamwork meeting as far as planning the agenda
and facilitating the meetings”
“Facilitating the meetings. It was that I was willing to do it and I was more involved in
the day to day workings of the center so that was an appropriate fit”
“I offered an outline on why I thought clinically it would be a good collaboration and
what types of patients and how I could make it as easy as possible for the surgeons in
their clinical area without disruption”
“I think here you have set clear expectations exceeding those expectations and going by
example”
“So just offering ideas of what I would do because maybe I have encountered this
situation more often over the years than this person has”
Directing Treatment
“We are required to show leadership in steering patients in the right direction on
frequency, the duration that type of thing and there are circumstances where patients need
to get in and be seen we are stretching ourselves beyond the expectation of standardized
care”
“I don’t know it is hard to draw a line with someone like that. Who comes in front of you
and you can’t say this is my limit of my operating, I can’t help you anymore because you
see this patient as a whole there are ways that you can do whatever in your means to help
and that was exactly what I did.”
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“Having experience working with the elderly and seeing better coordination of care
happen. Knowing that it can happen made me think that I can be facilitating his care for
him.”
“Pet peeve when I see an elderly in distress. It irks me and I need to do something about
it. This is just one of those cases where he could have been helped but wasn’t being
helped. That made it stand out. There was more we could do for him”
“I would not hand someone a piece of equipment without instructing or reviewing having
them repeat it and leave with the equipment before you sign off on that the family or
patient.”
Decision Making
“We are constantly managing the schedule and coordinate within that and by making
sure that the patient is getting the best experience for the allotted time and managing the
treatment time effectively to give the best outcome.”
“Making those decisions quickly and sum up that person.”
” You always have to be understanding you have to know that things are always going to
happen there is always something that will put a crook in any well- oiled machine.”
“Patient has a need the secretary comes to me and says here is the needs but we don’t
have an answer.”
“Analyzing the situation, what needs to be a priority, triage you might call it, what steps
need to happen next, what kind of follow-up has to happen after?”
Chain of Command
”So I feel like the different tiers of management hold back some of that enthusiasm and
creativity and all those ideas.”
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“There are times there are a lot of things that I have done for our program that make me
feel I should be the leader of the program. But when requested to be granted a title or any
further benefits that were not approved, acknowledged, or looked kindly upon.”
“As a PT you have to be a leader for support staff particularly the aides. “
“Because I stood there the whole time and guided them through. So it was not like they
had to confront an angry patient or take that on themselves because it was not their
responsibility.”
“And so the plan was taken but never really executed and was taken out of my hands at
that point and I felt not a good reason was given as to why it would not work.”
“It’s a shame in our field because we have no upward mobility.”
Bottom line
“Finances hold back these plans and ideas so there are a lot of pieces to making
something happen.”
“I will be frank the financial side of it. Do I want to take on more when in our
organization there is no ladder-type thing? So in some ways. Taking on more
responsibility and not being reimbursed.”
“My personal needs to get my paperwork done, the physical obstacle of having needing
support of managing a schedule that already has time blocked out. The daily independent
life that requires me to be home at a certain time.”
“Not being so flexible then because I put myself into a position where it is difficult to live
up to the expectations of everyone around me. They want me to be extra flexible so I
think there has to be a fine line as far as how much I can do.”
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“They did not have space and that was the end of it. So I was told to let it go actually.
There is a time and a place for everything and now is not the time and that was the end of
it.”
“It was her having job satisfaction and us increasing revenue and business all at the same
time’”
“You may not get more money for it but at least it makes you feel like you did a little bit
more in your field.”
Human Resources
Meaningful Leadership Themes specific to a physical therapist that were categorized in the
Human Resources Frame, valuing relationships, value human needs, feedback developing others,
communication, teamwork
Value Relationships
“Ask them verse telling them”
“Respecting that they may be busy”
“I feel like phone calls and face to face makes a huge difference”
“When I have had a good relationship with an aide it has made my life a lot easier on the
other end when it has not been as good my life has been a lot harder. I think it is an
important relationship to develop.”
“Being able to adapt to people's personalities is important to develop that relationship and
lead them effectively.”
“When things are effortless you got a knack for it but when someone does not trust you I
don’t know. Another thing in leadership to earn trust.”
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Value Human Needs
“Spoke to the front office because I knew it would make more work for them.”
“Making sure that the patient felt heard. So make sure that they were understood and
treated with respect that we did our best to fit them in and fill their need.”
“Being transparent with the circumstances with the person acknowledging that we have a
deficit and a problem here.”
“I hire people especially for the aide job, I think one of the things we do differently is
find out what they want to do, find out like why they want it and what they are going to
do with it. And kind of tailor the job around them.”
“Not trying to be condescending, this person is educated trying to do a more
rationalization.”
Feedback
“Try to give them some positive feedback so by they can trial and error so they can see
where their mistake may have been. Hopefully in not a too negative way but a
constructive way.”
“If you can try to put it in a non-negative way and you are open and friendly about it they
are not scared to come back and ask questions on those things.”
“Try to highlight the positive things and put in the ways they can improve and not give it
negatively. Tone body language how you deliver it all those things are important.”
“I sure like that positive feedback for me that is important. Hey, you were able to help me
I was able to help you lets express that gratitude.”
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Developing others
“I think aide training, especially with newer people, is important. It is something that
develops them but makes our lives easier as a therapist. It makes a huge difference when
you have an aide you can trust vs and aide you cannot trust.”
“I have the time and ability to just sit and talk with people and find out what they want to
get from the job and not just force the job on them to say here you go but what are you
looking to get from us.”
“It is an ongoing process it depends on what they want to do so we can tailor the job to
help them.”
“It was not like one-sided where I was the teacher it was not quite like that it is not like
in-service where I am the leader it was a little back and forth but I would say I was the
primary person in that just having more experience.”
“I think both of our abilities to do that and be honest and upfront and help the person as
much as possible was helpful.”
Communication
“But when you put a face and a personality and a conversation with it. I feel like the
phone conversation and physical interaction personalizes the connection. I think it means
a lot to physicians as much as it means to us.”
“It was helpful for us to talk and he was very nice about talking with me as versus who
are you and why are you calling me up. He was very amenable and easy to talk to and
implementing better care. This is another example of when you are talking to someone it
changes everything.”
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“Communication is the biggest thing it’s not just what you say it’s how you say it and
you know the body language smiling, body language the eye contact and tone is super
important in relaying the message effectively.”
“I think people patients understand they are late but as long as you explain to them what I
have, this is happening, I will try to work with you. Everyone likes an explanation.”
“There is always something you are going to have to do or an obstacle that is going to
happen and know how to deal with it do the best you can with the person in mind.
Communication is the key to any leader.”
“We have to do it no matter how hard we try to explain things to people, the better you
get at doing it the better they buy into it the faster our results are.”
Teamwork
“If someone needs to be seen certainly not feeling that we are the only ones that can see
somebody, self- importance, making sure they can see another therapist.”
“Open discussion format and if he has ideas he comes up with that he wants to do bounce
it back and forth and come up with an action plan on getting there.”
“It was really helpful for us to do it and we felt more comfortable and confident”
“Being able to be a good team player, the skill of being able to give feedback like both
positive and negative”
“I love to help people like I enjoy helping people. I love working together as a team. I
love growing together with people.”
Political
Meaningful Leadership Themes specific to a physical therapist that were categorized in the
Political Frame were networking, negotiating, compromise, promoting, influence others
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Networking
“Through contacts, I have had in the past through previous jobs and the variety of
physicians.”
“I have tried to initiate and collaborate in a connection with the specialty rehab center.”
“It was a collaboration between two departments that need well don’t really need each
other but stick together.”
Negotiating
“Instead of trying to get confrontational, I try to calm the situation down.”
“You don’t have to prove your side to have a positive outcome.”
“I am not good at reaching out to other important people in the mix. I am good at
reaching out to the people who are immediately involved but I am not good at reaching
out to the bigger organization as a whole. Making good connections with people who
would be helpful in the organization.”
“I think that is the hardest part of negotiating that aspect of that. Someone wants to be
seen 3 x a week but I can only see them 2x do I give up my stuff do I give up my admin
time and take the paperwork home and do it personally or do I tell them now I can’t do
this.”
Compromise
“Offer what we can to make it work.”
“Successful outcome and compromise.”
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Promoting
“Reaching out to physicians to further develop the program.”
“Communications with some of the physicians, social workers, dieticians nurse
navigators, nurse practitioners, as far as getting a feel for where the rehab center as a
whole would like to be.”
“Advocated for some kind of homecare or medication reminders or an appointed care
assistant.”
Influencing others
“PTs are competitive and if they see someone doing something they try to up their game
too.”
“I probably verbal skills to say and do the same thing. How can you come back sort of
coming back with the communication piece if someone doesn’t want it to happen who
can I talk to without going over her head.”
“So leading them in a direction that was different from their mindset was.”
“Our hands-on skills can only go so far. If they buy into what we are saying when you
tell them what to do it makes for a better outcome.”
“Salesmanship is a big aspect of what we do. If you don’t sell they don’t buy they are not
going to do it.”
Symbolic
Meaningful Leadership Themes specific to a physical therapist that were categorized in the
Symbolic Frame were vision and mission, culture, stories
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Vison
“There was a lot of excitement and planning to expand the program bigger than it
currently is.”
“You have the inner dreamer in you.”
“We had bigger plans and higher aspirations for where the program was going to go.”
“And participating in the center's meetings the rehab for the organization the bigger
umbrella to try to have a better understanding as the organization as a whole sees the
specialty rehab programs going forward and trying to communicate that back to the other
therapists.”
“Participate and work together for a common goal and solution.”
Mission
“I feel proud of something effective, time well spent. I am proud of myself.”
“But we are still finding our ground. I feel like it has helped the three of us to have a
common purpose and I feel it’s helped us to work together with that purpose versus
having one person dictating and taking over things. I feel like everyone feels a little bit
more involved in the plans.”
“We all wanted to keep serving these patients properly and everyone was able to agree
that we “could work as a group.”
“Working with specialty rehab patients over the years. It is an important population that
we are making a difference. I did not want it to go by the wayside and make sure we are
still meeting their needs.”
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“Emotion driven behind it gave me energy and impetus to keep pushing it forward and to
try to put it forward Saying I have got other reasons in my personality in my emotions on
why I think it is so important that rehab is integrated into the system.”
Culture
“I am not certain what the temperament would be and this could change the whole
attitude of the department.”
“Teamwork, I think mutual desire to learn and grow.”
Stories
“Why didn’t you help me while I was drowning, I was too busy trying to keep myself
afloat”
“Or the mountain experience depends on where you are in the mountain like when you
are at the bottom of the mountain, the mountain looks huge”
“There are no dumb students there is inadequate teaching of not being able to get across
to one kid.”
Conclusion
This cross-sectional mixed-method approach had a 94% response rate for the survey and
a 70% response rate for the interview. This mixed-method design gathered both quantitative and
qualitative data on leadership perceptions of physical therapists in this setting. The mixedmethod approach integrated the two methods and interpreted findings based on the combined
strengths of both sets of data to answer the four research questions. SPSS was used to generate
descriptive and comparative statistics that analyzed the data. The Leadership Orientation Inquiry
(Self) survey developed by Bolman and Deal showed good internal consistency and reliability
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for Section 1 and that the questions were internally consistent with one another (Cronbach’s
a=.841). The data was generated anonymously through REDCap in a design that did not allow
for missed data. This chapter recounts the results of the analysis within the framework of the five
research questions investigated by the study.
Mannu-Whitney showed that both groups (Survey Only and Survey and Interview)
answered similarly for the majority of the frames. The quantitative finding using the LOI (Self)
results were those physical therapists in the case study used multi-frame leadership 29.4% of the
time. Those physical therapists used the Human Resource and Structural Frame more frequently
than the Political and Symbolic Frames. The percentage of physical therapists’ frame use was
highest 88% of the time for the Human Resource Frame followed by the Structure Frame 47% of
the time. The Quantitative data indicated predominate frame use by physical therapists was
Human Resources. Physical therapists used the Symbolic and Political Frames the least.
A comparison of two responses in Section 3 of the LOI (Self) to overall effectiveness as a
manager and overall effectiveness as a leader indicated that these two questions were answered
the same way (Wilcoxon Signed Rank Test, p=.796). The Spearman Rank Correlation also
supported the same information (Spearman Rank Correlation r (15) =.298, p=.246) degrees of
freedom is N-2=15. The therapists that thought they were effective managers also felt they were
effective leaders and vice versa.
The qualitative analysis used the data collected using the critical incident method semistructured interview. This data was then transcribed and coded as described in chapters 3 and 4.
The key points from the qualitative analysis conducted from the interview data corroborated the
consistent use of Structure and Human Resource Frames. Both sets of data substantiated that
Political and Symbolic Frames were used the least.
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The qualitative data depicted that the majority of the described leadership experiences
were from the Structural Frame at 58% of the time, followed by 25% of the time the experiences
were from the Human Resources Frame and 16% of the time from the Political Frame. There
were no leadership experiences categorized in the Symbolic Frame. The qualitative data showed
that the physical therapists used zero frames or a single frame use 0% of the time. The physical
therapists (42%) of the time used at least 2 frames when describing the leadership experience.
The physical therapists (25%) of the time used 3 frames and (33%) of the time used 4 frames. So
a total of 58% of the time described multi-frame use (≥ 3) in their leadership experience. The
qualitative data showed that the physical therapists used multi-frame use (58%) of the time as
compared with the quantitative survey data that physical therapists used multi-frame use (29%)
of the time.
In conclusion, there were many emerging themes specific to physical therapists in this
study that coincided with Bolman and Deal's themes and could be categorized by frame. The
emerging themes specific to physical therapists for the Structural Frame were standard-bearer,
setting direction, directing treatment, decision making, the chain of command, and bottom line.
The emerging themes specific to physical therapists for the Human Resources Frame were
valuing relationships, value human needs, feedback developing others, communication,
teamwork. The emerging themes specific to the physical therapist for the Political Frame were
networking, negotiating, compromising, promoting, and influencing others. The emerging
themes specific to the physical therapist for the Symbolic Frame were vision and mission,
culture, and stories. The importance and implications of these findings of physical therapists in
this setting as well as the recommendations for future research are discussed in Chapter 5.
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CHAPTER 5: SUMMARY
The study targets the void in understanding leadership perceptions of the clinical physical
therapists whereas others have concentrated on physical therapists as educators, managers, and
administrators (Lopopolo et al., 2004). Physical therapists are health professionals skilled in
addressing preventing, restoring function, improving mobility, relieving pain, and preventing
permanent disabilities (APTA, 2011, p. 2). Physical therapists require leadership skills to build
their professional identity and guide changes in professional roles with greater coherence and
strength (Wheatley, 2006). Physical therapists need to understand and prioritize the leadership
orientations that invigorate and engage them within the profession (Wheatley, 2006). This study
addresses the problem of the inadequate understanding of leadership orientations of physical
therapists and the lack of focus on the leadership development of clinical physical therapists.
The purpose of this study was to explore physical therapists’ perceptions of their
leadership orientations that they readily use in their position and expand upon the empirical
research done on the perceptions of physical therapists in Ireland and Canada. (Desveaux et al.,
2012; Desveaux & Verrier, 2014; McGowan, & Stokes, 2017; Ravitch & Riggan, 2017). As
health care professionals, physical therapists must be able to envision their situations from a
variety of perspectives to be successful leaders (Turley, 2002). The ability to assume a multiframe perspective is the foundation of the Bolman and Deal leadership model that is integral to
the conceptual framework of this study (Turley, 2002).
The study uses the Bolman and Deal Four Frame Model to explore physical therapists'
leadership orientations. The study determines multi-frame use, frame use, consistent frame use
and corroborates and fortifies the quantitative data with qualitative data of frame use and
emerging themes from leadership experiences. Identifying and improving the understanding of
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physical therapists’ leadership orientations is the precursor to designing an applicable leadership
development program explicit to the clinical physical therapist’s goals and aspirations. The study
determined which leadership orientations as defined by the Bolman and Deal Four-Frame Model
were central to the physical therapists' position when confronted with a leadership challenge. The
merit of this study is that it builds from the limited research that measures and describes physical
therapists' perceptions based on the characteristics required for leadership in the workplace and
society (Desveaux & Verrier, 2014; McGowan et al.,2016).
Methodology
The study used Bolman and Deal's LOI (Self) Survey questionnaire emailed through
REDCap to the physical therapists working at a community hospital in the United States. The
study collected data from Bolman and Deal’s Leadership Orientation Inquiry (Self) survey and
critical incident method phone interviews that produced accounts of the physical therapist’s
meaningful leadership experiences (Turley, 2002). From a total of 18 physical therapists working
in the setting, 17 submitted the survey for a response rate of 94% and 70% completed both the
interview and survey. There was no difference found between these groups in how they
answered the survey and so the quantitative and qualitative data could be compared. Descriptive
and comparative statistics were used to analyze the data and the results of this analysis were
presented in Chapter 4. This chapter includes a summary of those findings and a discussion of
the implications. A critique of the study, recommendations for research, and conclusions are also
discussed.
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Findings
A complete explanation of the results is described in Chapter 4. The following paragraphs
summarize the results as they apply to each of the study’s research questions. The results are
summarized (Table 11). (Turley, 2002).
Frame Use
The research questions inquired about the degree to which physical therapists use the
Structure, Human Resources, Political and Symbolic Frames. The frequency that physical
therapists used each of the frames was determined by analyzing the responses to the 32 questions
on the Leadership Orientations Inquiry (Self) (Turley, 2002). The Human Resource Frame
showed the greatest frequency use 88% of the time, followed by the Structure Frame at 47% of
the time, and the Political and Symbolic Frames were equally used the least 17.6% of the time
(Figure 2). The 12 critical incident interviews were coded for the frame used using the criteria
described in Chapter 4. Consistent frame use was determined by the presence of two separate
frame related issues or actions in an interview (Turley, 2002). This analysis confirmed that the
physical therapists consistently and predominately described issues and actions of the Structure
(58%) and Human Resource Frame (41.6). Both frames were used consistently 100% of the time
in the interviews describing leadership experiences. Both Political and Symbolic issues and
actions were the least described equally 41.6% of the time in the interviews (Table 6 and 7).
In summary, both the quantitative and qualitative findings indicated that the Human
Resources and Structural Frames were the most consistently and predominately used by physical
therapists and that the Political and Symbolic Frames were not as used consistently by physical
therapists.
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Table 11. Summary of Results as They Apply to Research Questions
Research
Question # 1

To what degree do physical therapists use multi-frame leadership as defined
by Bolman and Deal?

Answer #1

Quantitative 29% N=17
Qualitative 58% N=12

Research
Question #2
Answer #2

To what degree do physical therapists use each of the four frames as defined
by Bolman and Deal: Structural, Human Resources, Political and Symbolic
Human Resources and Structural are the most predominate frame used by
physical therapists
Quantitative HR 88%, Structure 49%, Political & Symbolic 17.6% (N=17)
Qualitative Structure 58%, HR 41.6% , Political 8% & Symbolic 0%
(N=12)

Research
Question #3

What leadership frames as defined by Bolman and Deal are utilized less by
physical therapists?

Answer #3

Political and Symbolic are the least consistently used by physical therapists
Quantitative Political and Symbolic 17.6% (N=17)
Qualitative Political and Symbolic 46 % (N=12)

Research
Question #4

What leadership frame as defined by Bolman and Deal do physical therapists
predominately use when confronted with leadership challenges?

Answer #4

Structure (58%) and HR (41.6%) Both consistently use 100% (N=12)

Multi-frame Use
In addition to looking at leadership frame use, the study also scrutinized the degree to
which physical therapists used multi-frame leadership as defined by the consistent use of three or
more leadership frames (Turley, 2002). An analysis of the data from the LOI (Self) indicated that
the physical therapists exhibited multi-frame use 29% of the time. The qualitative data exposed a
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greater extent of multi-frame use with physical therapist describing multi-frame issues and
actions in their leadership experiences 58% of the time. These results were summarized (Figure
4.). This finding is significant since no difference was found between the two groups of those
who just did the survey and those who did both in the study.
Leadership Experiences
Another aspect of the study categorized the leadership experiences by frame. The 12
critical incident interviews were coded for use of the four frames. The leadership experiences are
summarized (Table 4.). The physical Therapists described a broad range of 12 different
leadership experiences representing all frames except Symbolic with the majority (58 %) of the
time experiences were categorized from the Structure Frame. (Table 5.).
Emerging Themes
Meaningful leadership themes specific to a physical therapist that were categorized in the
Structure Frame experience were: directing treatment, efficiency, bottom line, standard-bearer,
decision making, and chain of command. The complete data set of leadership actions and issues
are summarized (Table 7). Emerging Leadership themes from the issues and actions at the
forefront of the Structure Frame were standard-bearer, setting direction, directing treatment,
decision making, the chain of command, and bottom line. Meaningful leadership themes that
were specific to a physical therapist that were categorized in the Human Resources Frame were
valuing relationships, valuing human needs, feedback developing others, communication, and
teamwork. Meaningful leadership themes specific to a physical therapist that were categorized in
the Political Frame were networking, negotiating, compromise, promoting, and influencing
others. Meaningful Leadership Themes specific to a physical therapist that were categorized in
the Symbolic Frame were vision and mission, culture, and stories
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Interpretation of the Findings
The following paragraphs discuss the results as they compare to prior research. The merit
of this study is that it focuses specifically on physical therapists’ leadership perceptions, working
in a hospital-based outpatient rehabilitation department in the United States. The study builds
from the limited research that measures and describes physical therapists' perceptions of the
characteristics required for leadership in the workplace and society (Desveaux & Verrier, 2014).
The relationships between demographic data and results were not collected or analyzed due to
the small sample size, but maybe a focus for future studies. This study contributes to the
improved understanding of leadership orientation perceptions, issues, actions, and experiences of
physical therapists in the United States as categorized by Bolman and Deal’s Four Frame
Leadership Model. There are very few studies to date that focus on physical therapists’
leadership specifically working in the United States (Chan et al., 2015; Desveaux et al., 2012;
Desveaux & Verrier, 2014; Lopopolo, 2004; McGowan & Stokes, 2017). These studies reported
that leadership factors important to physical therapists are different from nursing and medicine
(Chan, et al., 2015). Leadership is important for physical therapists because it emboldens them to
create, drive change initiatives, and ensure best practices within the profession and healthcare
(Chan et al., 2015).
Chan (2015) identified the personal strengths of Canadian physical therapists who hold
leadership positions and compare them with the strengths of Canadian physical therapists who do
not occupy positions of leadership. (Chan et al., 2015). Chan’s (2015) study of Canadian
physical therapists found there is substantial overlap between physical therapists that were in
designated leadership roles and physical therapists that were in non-designated leadership roles
in terms of their leadership profiles (Chan et al., 2015). This present study is unique as it focuses
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its discovery on the leadership perceptions of physical therapists in a specific outpatient setting
where another study extends its scope to the workplace, healthcare system, and society
(Desveaux et al., 2012). This present study contributed to the field by building from another
study done about physical therapists’ leadership in the United States (Lopopolo et al., 2004).
This research supports further study into physical therapists’ perceptions of leadership that are
compulsory to strategize leadership development, raise awareness, and promote professional
growth (Chan et al., 2015). The findings from the present study depict focused results from one
specific setting which may be considered a limitation in transferability and generalization of the
findings.
Identified as Leaders
Physical therapists are frontline clinicians who are responsible for providing quality care,
exceptional patient outcomes, and evidence-based practice. Desveaux et al (2012) Found the
majority of physical therapists (79.6%) identified themselves as leaders (Desveaux et al., 2012).
McGowan & Stokes (2017) found that 74% of the physical therapists surveyed in Ireland
considered themselves to be leaders (McGowan & Stokes, 2017). In the present study, (29.4%)
of the time, physical therapists rated themselves in the top 20% in their overall effectiveness as a
leader, and only (11.7%) of the time physical therapists rated themselves in the top 20% in their
overall effectiveness as a manager. The data analysis of LOI (Self) Section 3 of the present study
with a sample of 17 showed that (29.7%), 5 of 17 physical therapists identified themselves as in
the top 20% in their overall effectiveness as a leader with the majority (35.2%) of the physical
therapists (6) out of 17 identified themselves in the middle 20% overall effectiveness as a leader.
This compares with a marginal (11.7%) of the physical therapists that identified themselves in
the top 20% overall effectiveness as a manager. The bulk of the physical therapists (64.7%), 11

105
of 17 identified themselves not in the top 20% but better than the middle 20% in their overall
effectiveness as a manager. The results are summarized in Table 12. The findings support that
clinical physical therapists describe themselves more frequently as leaders versus managers.
Perhaps this is because physical therapists recognize the selective term manager to be a
designated position of authority. Most clinical physical therapists have administrative
responsibilities but do not have the title manager. This finding aligns with the analysis that
physical therapists perceive themselves as leaders before managers. One can postulate that
physical therapists perceive leadership as an activity, not a position since in their position it is
possible and often necessary to lead without a position of formal authority (Bolman and Deal,
2017, p. 335-337).
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Table 12. LOL (Self) Section 3 Percentage of Overall Effectiveness as Manager and Overall
Effectiveness as Leader
Rating on Likert

Overall Effectiveness as

Overall Effectiveness as

Manager

Leader

5=Top 20%

2/17 11.7%

5/17 29.4%

4=Better than middle not top

11/17 64.7%

5/17 29.4%

3=Middle 20%

4/17 23%

6/17 35.2%

2=Better than Bottom 20%

0/17 0%

1/17 5.8%

0/17 0%

0/17 0%

not middle
1= Bottom 20%

Frame Use
The present study also builds on another study that explored the concept of leadership
from the perspective of physical therapists in Canada across different levels of health care
workplace, health system and society (Desveaux et al. 2012). Whereas the present study used
physical therapists in the United States at one level of health care in an outpatient hospital
setting, there were similarities in purpose for improving understanding of physical therapists'
leadership perceptions and some similarities in the findings. Desveaux et al., (2012) had a 30%
response rate and discovered that communication, professionalism, and credibility were rated as
extremely important leadership characteristics by the majority of respondents across all three
settings workplace, healthcare system, and society (Desveaux et al., 2012). Chan et al. (2015)
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found that, for both groups of physical therapists, those in a leadership role and those who were
not in a leadership role exhibited the most frequent characteristic: achiever (Chan et al., 2015).
The present study survey results determined the Human Resource Frame showed the
greatest frequency of use at 88% of the time, followed by the Structure Frame at 47% of the
time. The Political and Symbolic frames were equally used the least 17.6% of the time (Figure
2). The 12 interviews indicated that the physical therapists consistently and predominately
described issues and actions of the Structure and Human Resource Frames. Both frames were
used consistently 100% of the time in the interviews describing leadership experiences. Both
Political and Symbolic issues and actions were used the least and described equally 41.6% of the
time in the interviews.
The present study builds on a third study whose purpose was to investigate the leadership
frames of physiotherapy managers in Ireland (McGowan et al., 2016) Where the present study
posits that all physical therapists, managers or not, need to be effective leaders in today's
challenging healthcare environment and employ a comprehensive adaptable and balanced
leadership style (McGowan et al., 2016). McGowan et al., (2016) used the Bolman and Deal LOI
(self) survey and a similar quantitative methodology as the present study. McGowan et al.,
(2016) response rate of 62% determined that the Human Resources Frame was the most
frequently frame used at 61% of the time and the Political Frame was the least used at 9% of the
time (McGowan et al., 2016). The present study had comparable results with a 94% response rate
N=17 with the Human Resources frame most frequently used at 88% of the time and Political
Frame and Symbolic Frame tied at 17.6% of the time for the least frame used. McGowan &
Stokes (2016) found that there was a statistically significant trend between the number of
leadership frames used by a physiotherapy manager and their perceived effectiveness as a
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manager (McGowan et al., 2016). The present study did not focus on physiotherapy managers
but found that respondents perceived this question the same with no difference between the two
questions. Those who rated themselves as good managers also rated themselves as good leaders
and vice versa. McGowan et al., (2016), who studied physical therapy managers, had similar
conclusions to the present study determining both qualitatively and quantitatively that use of the
Human Resource Frame demonstrated that physical therapists value the building of relationships
as the key to effective leadership (McGowan et al., 2016). The high scores recorded for the
Human Resources Frame corroborated other research that indicated physical therapists consider
themselves to be people-oriented leaders (McGowan et al., 2016). Qualitative data from the
interviews of the present study determined that physical therapists used the Structural and
Human Resources Frames predominantly and consistently 100% of the time in describing those
frames in their leadership experiences. The present study established Structure Frame themes of
standard-bearer, setting direction, directing treatment, decision making, the chain of command,
and bottom line. This aligns with McGowan et al., (2016) findings that the frequent use of the
Structural Frame indicates the importance physical therapists place on rules, policy, procedures,
and efficiency. The present study established Human Resource themes of valuing relationships,
value human needs, feedback developing others, communication, and teamwork. This
corroborates and provides greater insight into prior research that physical therapists, not just
physical therapy managers, will often have experience and expertise in team building and group
management, and thus may find the Human Resource Frame most compatible with their training
and work as a physical therapist (McGowan et al., 2016).
The present study corroborates prior research conclusions that the development of
physical therapists underused political and symbolic skills through appropriate leadership
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development training may enhance their leadership skills and make them more confident multiframe leaders (McGowan et al., 2016). The present study also discovered that Political and
Symbolic Frames were the least used by the physical therapists in both the quantitative and
qualitative analysis. This finding substantiates other research done with Canadian physical
therapists that found that extroversion, business acumen, and social dominance were among the
lowest-rated leadership characteristics for the workplace setting (Desveaux et al., 2012). The
present study’s results also align with McGowan et al., (2016) finding that the least often used
was the Political Frame. The present study’s qualitative data discovered pertinent emerging
Political Frame themes of networking, negotiating, compromise, promoting, and influence
others. This provides greater discernment that these lesser-used Political and Symbolic Frames
may need greater attention to development since politics is rampant throughout organizations.
Those who ignore the Political Frame risk putting their interests in jeopardy (McGowan et al.,
2016, p. 293). The Symbolic Frame is concerned with an organization’s culture, values, purpose,
and vision (McGowan et al., 2016). The present study also validated the importance of Symbolic
Frame skills to the clinical physical therapist in inspiring vision, mission, and culture. The results
of this study on clinical physical therapists were congruent with McGowan et al., (2016) study
that determined physiotherapy managers perceive conflict and politics in their organizations to
be antagonistic to the patient-centered focus of their work (McGowan et al., 2016). Seemingly
clinical physical therapists also perceive dealing with difficult conversations, conflict, and
political situations to be more uncomfortable and challenging to address. The present study
indicates physical therapists are far more confident dealing with Structural and Human Resource
challenges that they are confronted with. This is understandable since this study shows the

110
majority of physical therapists described experiences were from the Structural and Human
Resource Frame.
Critique of the Study
The critique is based on trustworthiness, credibility, confirmability, transferability, and
authenticity (Beck, 2009). The study is credible is due to the believability of both the quantitative
survey data and truth of the findings from the data described in the transcribed semi-structured
interview as depicted in the interview protocol (Appendix E). The study demonstrates
dependability as the findings were consistent with trends and patterns of other research which
indicates it has stability over time and in different contexts (Beck, 2009; McGowan et al., 2016).
The study demonstrates confirmability in the methodology with its member check back process
following the transcription of the interview. The confirmability could be improved with the
addition of another investigator to improve reliability objectivity by reviewing the findings for
accuracy and meaning (Beck, 2009). The transferability of the study is moderate because the
applicability of the study design could be transferred to other healthcare professionals, the larger
organization, or the health system (Turley, 2002). The small case study methodology limits the
ability of the findings to be transferred to other contexts or groups (Beck, 2009). The study
presents with high authenticity due to its transparency and degree to which the researcher
faithfully and fairly transcribed the participants’ experiences as well as validated the
transcriptions by checking back with the participants (Beck, 2009).
Limitations of the Study
The limitations of the study are stated openly here. All studies have certain features that
may negatively affect the results or ability to generalized (Roberts, 2010, p. 162). The researcher
had no control over sample size, methodology constraints, length of the study, and response rate
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(Roberts, 2010, p. 162). The major limitation of this study was its small sample size which was
specific to this setting. This may affect the generalizability of the study to other organizations.
The other limitation is the use of one investigator that codes and categorizes the qualitative data.
The qualitative phase of this study was limited to the participants’ self-reported perceptions of
their leadership experiences. The individual results of the qualitative phase are based on a small
volunteer sample and do not define the population to which the individuals belong and the
findings may not be generalized to other organizations or the entire profession of physical
therapists (Roberts, 2010, p. 163).
Recommendations for Research
By presenting this leadership research on physical therapists' leadership perceptions
working in the United States, it builds a foundation for greater exploration in future research
using the Bolman and Deal’s four-frame model and LOI (Self). The Bolman and Deal four-frame
model allows for further research to consistently study larger physical therapist populations in
the United States, as well as study physical therapists' perceptions across large healthcare
organizations and health systems. The larger sample size would allow for a greater focus on
demographics, gender, and experience level. These recommendations arise from the constraints
imposed on the study, the condition of the small participant sample, and a United States
outpatient hospital setting that was chosen out of convenience. Another recommendation for
further research would be to revisit the qualitative data to improve the specific interview
questions and understanding of the leadership skills that the majority of physical therapists need
to improve upon. Other research recommendations are to expand the understanding of the
connections between leadership perceptions, actions, and issues to further inform leadership
development and curriculum. Further investigation is needed on how physical therapists in the
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United States can develop leadership in all leadership frames of Structure, Human Resources,
Political, and Symbolic.
Further research would investigate how physical therapy students in the United States
perceive leadership and if and how DPT programs fulfilling leadership development in all frames
of Structure, Human Resources, Political, and Symbolic.
Conclusion
The conclusions flow directly from the researcher’s findings by evaluating, analyzing,
and synthesizing the information (Bloomberg & Volpe, 2016, p. 271). The interpretation of the
findings concludes that physical therapists use multi-frame leadership orientations in their
position to interpret issues and actions in leadership situations. The findings advance the
knowledge that multi-frame leadership perceptions and reasoning are critical as physical
therapists confront the many challenges in their position. The study depicts that clinical physical
therapists necessitate multi-frame leadership use. It can be discerned that multi-frame leadership
perceptions are required for the physical therapist to take on a more predominant role as greater
contributors to the progressive healthcare environment (Dean & Duncan, 2016). These findings
support that effective leadership uses multi-frame patterns of thinking (Bolman & Deal 2017).
The results support that a multi-frame, cognitively complex perspective is integral to physical
therapists' leadership (Turley, 2002). The findings suggest that all leadership frames should be
promoted to develop amongst physical therapists (Bloomberg & Volpe, 2016, p. 271).
Identifying and improving the understanding of physical therapists’ leadership orientations is the
precursor to designing an applicable leadership development program explicit to the clinical
physical therapist’s goals and aspirations.
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The next interpretation of the findings is that physical therapists predominately and
consistently use Human Resources and Structural Frames. The Human Resources and Structural
Frame are the predominant frames that invigorate and engage physical therapists within the
profession (Wheatley, 2006). The third interpretation of the findings is that physical therapists
exhibit predominant use of the Human Resource Frame which aligns the closest with their
patient-centered work. The fourth conclusion is that physical therapists use Political and
Symbolic Frames the least.
One can hypothesize that physical therapists are more likely to identify with the Human
Resources and Structural Frames because the issues and actions of these frames are those that
they are confident in and encounter most frequently as a clinician. The findings are relevant to
improving the understanding of the physical therapist’s leadership perceptions. It can be
hypothesized that Political and Symbolic Frames are the least used because physical therapists
are daunted by issues actions and experiences involving these frames. Experiences in the
Political and Symbolic Frame may be avoided, not as recognized or not as prevailing. Physical
therapists must learn to apply all four frames to deepen their understanding and appreciation of
leadership in organizations (Bolman & Deal, 2008) Additional research is needed to further
investigate and analyze “why” certain frames are used in greater or lesser degrees amongst
clinical physical therapists.
The findings suggest that physical therapists exhibit the use of all leadership frames but
to different degrees. The actionable recommendation of addressing leadership development of
physical therapists incorporates all the conclusions. The recommendation is to use the findings
that the leadership frames of Political and Symbolic are the least used by physical therapists in
their position to initiate the development of these skills. Assertions on broader issues of
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leadership development can be made from the findings that physical therapists must acquire
these skills in the Political Frame to improve upon networking, negotiating, compromise,
promoting, influence others and the Symbolic Frame to inspire vision, build mission, and
improve culture. Physical therapists must acquire these skills as effective leaders to work within
all dimensions of an organization (McGowan et al., 2016). Another recommendation is to expand
the significance of the study’s findings to the design of the curriculum of leadership
development. Lastly, continue using this study design to build on the findings by investigating a
larger sample of physical therapists throughout the organization and health system.
Multi-frame leadership perceptions are needed to build physical therapists' professional
identity and guide changes in professional roles with greater coherence and strength (Wheatley,
2006). The conclusions and recommendations logically and meaningfully fit with an improved
understanding of physical therapists' leadership perceptions and what is important to physical
therapists' leadership development. The research findings formulate a springboard for action in
improving the leadership development of physical therapists (Bloomberg & Volpe, 2016). In
conclusion, effective leadership development programs for physical therapists must enable multiframe use, direct physical therapists to acquire new leadership skills in the Political and
Symbolic Frame that change their heavy reliance on the Human Resource and Structural Frames
(McGowan et al., 20176). The researcher’s insights about leadership development are important
for physical therapists. She was inspired by her colleagues' sincerity in describing their
leadership experiences and amazed at the multi-frame use. Their authenticity allowed her to
genuinely understand what is wanted and needed in leadership development in this setting. All
stakeholders the physical therapists, the organization, and the patients will benefit from this
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improved understanding enabling physical therapists to succeed as leaders in driving change and
creating a vision within the department and organization.
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September 1, 2019
Dear Physical Therapist and Colleague:
I would like to request your participation in a doctoral study exploring physical therapist
perceptions on leadership orientations. While your participation is voluntary and confidential,
know that your participation has the potential to greatly impact the Physical Therapy profession.
This survey is open to Physical Therapists actively licensed to practice in the state of
Massachusetts and who are currently working in the Department of Rehabilitation for this
hospital setting. The data collected will be beneficial to physical therapists' professional
development and in designing effective programs specific to physical therapists' goals and
aspirations.
All participating physical therapists are asked to complete a 10-minute survey using The Bolman
& Deal Self Leadership Orientation Survey. The survey will be administered via REDCap, an
approved secure web application for building and managing online surveys. All participating
physical therapists are also asked to volunteer to be interviewed in a completely confidential
semi-structured 30 minutes telephone interview on their perceptions of leadership orientations
when confronted with challenges in the physical therapy profession at a place and time of your
choosing.
My advisor and the committee discussed and approved this project. My study received approval
from the University of New England Institutional Review Board, 2019, and Hospital IRB.
Permission was also granted by the Director of Rehabilitation Services. Please use the link
below to complete the electronic survey and consent form by March 1, 2019. If you have any
questions or concerns, please contact me at toneil5@une.edu. Your participation is greatly
appreciated. Thank you for your time and effort.
Sincerely,
Theresa O’Neil PT, MS DPT
Principal Investigator
Physical Therapist
Doctoral Candidate University of New England
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RESEARCH PARTICIPANT INFORMATION SHEET

Study Title: PHYSICAL THERAPIST PERCEPTIONS OF LEADERSHIP ORIENTATIONS
AN EXPLORATORY CASE STUDY
Principal Investigator: Theresa O’Neil PT, MS, DPT
Why am I being asked to take part in this research study?
I am a physical therapist. I am conducting a research study exploring physical therapist’s
perceptions of leadership orientation. This study invites physical therapists who are currently
working in the Outpatient Department of Rehabilitation for this hospital to participate in this
research study.
I hope that the data collected in this study will be beneficial to physical therapists' professional
development and assist in designing effective programs specific to physical therapists' goals and
aspirations.
Your survey and telephone interview responses will be kept confidential. Your participation in
this research study is voluntary.
What will I be asked to do in the study?
If you agree to take part in this study you will be asked to complete a 10-minute survey using
The Bolman & Deal Self Leadership Orientation Survey. The survey will be administered
anonymously via REDCAP, an approved secure web application for administering online
surveys. Also, all survey participants will be asked to participate in a 30 minute telephone
interview. The interview is a completely confidential semi-structured interview about your
perceptions of leadership orientation when confronted with a leadership challenge in the physical
therapy profession. The interview will be conducted at a place and time of your choosing. You
will be asked to provide a pseudonym name and phone number for the interview. The interview
will be recorded and transcribed, after which the recording will be destroyed. Three emails will
be sent to all participants alike a week apart as a reminder to submit the survey
What are the risks and benefits of being in the study?
There will be no direct benefit to you from taking part in this study.
As with any study, there is a risk to the loss of confidentiality and that your information may be
shared with people outside of the research study. Every precaution will be taken to keep your
information secure. Your completed survey and telephone interview transcript will not include
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information that can identify you such as your name or other personal identifiers. All of the
telephone interview recordings will be destroyed after they are transcribed.
Your decision to participate in this study will not have any effect on your employment status.
Do I have to participate in this study?
Participation in this study is voluntary. You do not need to take part in the study if you don’t
want to. If you decide not to participate there will be no penalties or loss of benefits to you. If
you choose to participate and change your mind later, you can leave the study.
Will I be paid for being in the study or will this cost me anything?
There will be no cost to you for participation in this study.
How to participate?
Open survey link and consent to participate by selecting choice one to complete and submit a
survey or choice two to participate in a survey and interview. There is a choice three to opt-out
of the study.
Whom do I contact with questions?
If you have any questions about this research, you may contact Theresa O’Neil PT, MS, DPT at
toneil5@une.edu. Your participation is greatly appreciated.
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INFORMED CONSENT
Title: An Exploratory case study of physical therapist’s perceptions of leadership abilities
essential to working in a hospital system.
Principal Investigator: Theresa O’Neil, PT, MS, DPT
Advisor: Ann Burch, EdD, MPH, PT
Department: Education
Address: University of New England
11 Hills Beach Road
Biddeford, Maine 4005
WRITTEN CONSENT TO ACT AS A RESEARCH SUBJECT
Theresa O'Neil PT, MS, DPT, a physical therapist is conducting the study. For this study,
participants will be asked to submit a survey answering questions about SELF Leadership
Orientations. The Bolman and Deal Leadership Orientation Self Survey is the standardized tool
is used. The participants are also asked to be interviewed on a leadership challenge they have
experienced at work as a physical therapist. All personal information will be kept confidential.
Participants who would like to obtain the results of this study may request them. If at any time
during the study you need help or have additional questions you can contact the investigator
Theresa O'Neil toneil5@une.edu

Read the participant information sheet included in this email and then select the appropriate radio
button indicating your consent to participate
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By selecting the appropriate radio dial, I am consenting to participate and certify that I have read
and understood the statement of the procedure and agree to participate as a subject in the
research described above. My participation is given voluntarily and without being influenced. I
understand that I may discontinue at any time without penalty or prejudice. I certify that I am at
least 18 years of age.
CONSENT FOR PARTICIPATION
□ I understand the description of this research and the risks and benefits associated with being a
subject in this research. I indicate my consent to voluntarily participate in this study by selecting
and completing and submitting the survey only. My participation is given voluntarily and
without being influenced. I understand that I may discontinue at any time without penalty or
prejudice. I certify that I am at least 18 years of age.
□ I understand the above description of this research and the risks and benefits associated with
being a subject in this research. I indicate my consent to voluntarily participate in both the survey
and the interview phase of this study by selecting and providing a pseudo-name and my contact
information. I understand that I may discontinue at any time without penalty or prejudice. I
certify that I am at least 18 years of age.
□ I opt completely out and do not want to participate
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SURVEY
LEADERSHIP ORIENTATIONS (SELF) Copyright Bolman and Deal (1990) Reproduced with
permission from Dr. Bolman
This questionnaire asks you to describe your leadership and management style.
I. Behaviors You are asked to indicate how often each of the items below is true of you.
Please use the following scale in answering each item.
5- always, 4 often, 3 sometimes, 2- seldom, 1- never
So, you would answer
'1' for an item that is never true of you
'2' for one that is seldom true
3' for one that is sometimes true of you
1.

____

Think very clearly and logically.

2.

____ Show high levels of support and concern for others.

3.

____

4.

____ Inspire others to do their best.

5.

____

Strongly emphasize careful planning and clear timelines.

6.

____

Build trust through open and collaborative relationships.

7.

____

Am a very skillful and shrewd negotiator.

8.

____

Am highly charismatic.

9.

____

Approach problems through logical analysis and careful thinking.

10.

____

Show high sensitivity and concern for others' needs and feelings.

11.

____

Am unusually persuasive and influential.

12.

____

Am able to be an inspiration to others.

13.

____ Develop and implement clear, logical policies and procedures

14.

____

Have exceptional ability to mobilize people and resources to get things done.

Foster high levels of participation and involvement in decisions
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15.

____

Anticipate and deal adroitly with organizational conflict

16.

____

Am highly imaginative and creative

17.

____

Approach problems with facts and logic

18.

____

Am consistently helpful and responsive to others

19.

____

Am very effective in getting support from people with influence and power

20.

____

Communicate a strong and challenging sense of vision and mission.

21.

____

Set specific, measurable goals and hold people accountable for results.

22.

____

Listen well and am unusually receptive to other people's ideas and input

23.

____ Am politically very sensitive and skillful

24.

____

See beyond current realities to generate exciting new opportunities

25.

____

Have extraordinary attention to detail

26.

____

Give personal recognition for work well done

27.

____ Develop alliances to build a strong base of support

28.

____

Generate loyalty and enthusiasm.

29.

____

Strongly believe in a clear structure and a chain of command.

30.

____

Am a highly participative manager

31.

____

Succeed in the face of conflict and opposition

32.

____

Serve as an influential model of organizational aspirations and values.
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II. Leadership Style This section asks you to describe your leadership style.
For each item, give the number "4" to the phrase that best describes you, "3" to the next best
item, and on down to "1" for the item that is least like you.
My strongest skills are
a. ____

Analytical skills

b. ____

Interpersonal skills

c. ____

Political skills

d. ____

Ability to excite and motivate

The best way to describe me is
a. ____

Technical expert

b. ____

Good listener

c. ____

Skilled negotiator

d. ____

Inspirational leader

What has helped me the most to be successful is my ability to:
a. ____

Make good decisions

b.

____

Coach and develop people

c.

____

Build strong alliances and a power base

d.

____

Energize and inspire others

What people are most likely to notice about me is my:
a. ____

Attention to detail

b.

Concern for people

____

c. ____

Ability to succeed, in the face of conflict and opposition

d. ____

Charisma
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My most important leadership trait is:
a. ____

Clear, logical thinking

b. ____

Caring and support for others

c. ____

Toughness and aggressiveness

d. ____

Imagination and creativity 6.

I am best described as
a. ____

An analyst

b. ____

A humanist

c. ____

A politician

d. ____

A visionary

Overall Rating Compared to other individuals that you have known with comparable levels
of experience and responsibility, how would you rate yourself on?
Overall effectiveness as a manager.
1. ____

Bottom 20%

2. ____

Better than bottom 20%

3. ____

Middle 20%

4. ____

Better than Middle 20%

5. ____

Top 20%

Overall effectiveness as a leader.
1. ____

Bottom 20%

2. ____

Better than bottom 20%

3. ____

Middle 20%

4. ____

Better than Middle 20%

5. ____

Top 20%
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Theresa ONeil

Reply all|
Mon 7/29, 6:13 AM
lee@leebolman.com
Phish Alert
July 29, 2019
Subject: Request for permission to use Four Frame Model and Leadership Orientations SELF
Questionnaire
Dear Dr. Bolman,
I am a doctoral student in educational leadership at the University of New England. I am
currently working on my dissertation tentatively titled Physical Therapist’s Perceptions of
leadership orientation: a multi-frame analysis under the direction of my dissertation committee
chaired by Dr. Ann Lee Burch Ed.D., MPH., PT and Dr. Ashwini Wagle, Ed.D., MS., RD I also
hold a doctorate in physical therapy and have been a working clinician for the past 30 years.
I am requesting your permission to use your Four Frame Model and Leadership Orientation
SELF instrument in my research. I would be extremely grateful if you would allow me to use
your instrument in my dissertation research under your stipulated conditions of
§
§
§

I will use this survey only for my research.
I will include the copyright statement on all copies of the instrument.
Upon your request, I will gladly send a copy of my research study and reports, data,
articles, and the like that make use of these survey data to your attention.
My hope is to use your instrument in my research to focus and explore the leadership
orientations of physical therapists.
If this is agreeable to you, please indicate in response to this email.
Thank you for your consideration of this request. I look forward to your response.

Sincerely
Theresa O’Neil PT, MS, DPT
Tyngsboro MA
toneil5@une.edu
Cell # 617-543-4818
Doctoral candidate EdD 2020
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Bolman, Lee G. <BolmanL@umkc.edu>

Reply all|
Mon 7/29, 12:02 PM
Theresa ONeil
You forwarded this message on 7/29/2019 12:23 PM
Phish Alert
Dear Ms. O’Neil:
I’m happy to give you permission to use the Leadership Orientations survey in your research.
Best wishes for a successful project. I look forward to learning about your results.
Lee G. Bolman, Ph.D.
Professor and Marion Bloch/Missouri Chair in Leadership
Bloch School of Management
University of Missouri-Kansas City
5110 Cherry Street
Kansas City, MO 64110
Tel: (816) 235-5407
From: bolman@cluemail.com <bolman@cluemail.com>
Sent: Monday, April 13, 2020 12:41 PM
To: Theresa ONeil <toneil5@une.edu>
Subject: RE: Permission to use instrument
Theresa,
You have permission to include the LOI(self) in your dissertation appendix.
Congratulations on successful completion of your dissertation.
Lee G. Bolman, Ph.D.
Professor and Marion Bloch/Missouri Chair in Leadership, Emeritus
Bloch School of Management
University of Missouri-Kansas City
Tel: (617) 487-8859
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From: Theresa ONeil <toneil5@une.edu>
Sent: Monday, April 13, 2020 11:04 AM
To: Bolman, Lee G. <BolmanL@umkc.edu>
Subject: Re: Permission to use instrument
Hello Dr. Bolman
I hope you are well during these scary times. I wanted to thank you again for the use of your tool
the LOI (Self). Your tool worked out well and my research is now complete and I have
successfully defended my dissertation at the University of New England. I am currently
preparing it for submission to the University and would like your permission to include the LOI
(self) copyrighted materials in my dissertation appendix. I wanted to make it clear that my
dissertation will be submitted to DUNE that is available to the public in UNE's Institutional
Archive.
I would need your authorization to include the LOI (Self).
Please let me know if this is agreeable to you. Please let me know
Thank you so much for your support with my research and my Doctorate in Education degree. I
am extremely grateful.
Theresa O'Neil
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Heading: Consistent interview guide
Name of Interviewer: Theresa O’Neil, PT, MS, DPT
Participant Pseudonym: __________
Phone Number ____________________ once participant check back is complete Phone number
will be scrubbed from data
Date:
Opening: Good afternoon, thank you for agreeing to participate in the study which I am
conducting in partial fulfillment of my EdD at the University of New England. During the next
30 minutes, I will be asking you a few questions during the interview. As part of the interview
process, I would like to record your responses however only if it is agreeable to you. The
purpose of the recording is to assist me in transcribing the interview verbatim. All participants
will be not be identified for both confidentiality and anonymity during the study. Do you have
any questions before I begin? Is it okay to record or should I turn the recorder off during the
interview? I will begin by reading an introduction to the study followed by my 6 questions.
Introduction: The study differentiates between leadership and management. Managers establish
direction but do not develop a vision, align people, and influence the acceptance of change
(Kotter, 2012). Most managers have a data-driven approach to management that is predictable,
focused on order, and short term results. (Kotter, 2012). The focus of their training and education
is on planning, budgeting, organizing staffing, and problem-solving. (Kotter, 2012). Leadership
experiences utilize leadership capabilities such as individualized consideration, intellectual
stimulation, inspirational motivation, and idealized influence (Transformational, 2018). Other
leadership characteristics are self-sacrifice, dedication, and creativity (Transformational, 2018).
Within an organization effective leadership is required at all levels to move forward, embrace
change, and optimize opportunities to grow (Wheatley, 2006). The study intends to determine the
self-perceived leadership orientations of physical therapists and identify which orientations are
central to their position when confronted with a leadership situation. It is not the intention to
critique current leadership roles within this setting.
Interview Questions:
1. Please describe a situation at work in which you exercised leadership. The outcome could
have been positive or negative. Provide as much detail as possible in describing the
circumstances surrounding the situation.
Probe: Please provide who, what, where, why, and how details of the situation.
2. Describe your actions, behaviors, and interactions with those involved in such a way that
another person can visualize this situation.
3. What was the behavioral outcome or result of the situation?
4. What facilitated or impeded the outcome?
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5. If the outcome was positive what skills helped you handle this leadership situation
effectively? If you were disappointed in the outcome, what skills might have improved
your ability to achieve a more favorable outcome?
Probe: Explain?
6. Why was this leadership experience meaningful to you?
Closing: Thank you for sharing your experiences. I will check back with you to go over the
transcription and clarify any points. If you have any additional feedback please contact me via
toneil5@une.edu

